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P ertiars no one item of equipment is more con- 
venient to hospital personnel and more reassur- 


ing to hospital patients than instant emergency light- 
ing when regular lighting is interrupted. Wartime 
blackouts and the power failures and breakdowns due 
to heavy drains on power plants by 24-hour 7-day 
working schedules of industry in many areas make it 
more imperative than ever that lighting equipment 
independent of the regular current be constantly avail- 
able at strategic locations in the hospital. 

To meet these conditions, every hospital will find 
the battery-equipped Operay Surg-O-Ray portable light 
of immense help. This lighting fixture has been serving 


routine and emergency surgical lighting requirements 


for many years. Its time-tested efficiency will greatly 
mitigate the trying circumstances incident to conduct of 
hospital work when lights are out. 

The battery equipment makes the fixture an inde- 
pendent unit that can be quickly located anywhere in 
the hospital where illumination is needed—in operating 
room, delivery room, corridor, stair landing, ambulance 
entrance, etc. The projector can be easily adjusted to 
concentrate illumination on a small area, as for surgery, 
or to furnish general lighting for corridor, ward, stair- 
way, etc. 

A comprehensive bulletin is available on request fully 
illustrating and describing Operay surgical lights for all 


departments of the hospital. 
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BABY-SAN’s PROTECTION 
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|| BABY-SAN 


NOW, more than ever, Baby-San can prove 
its worth in your busy nursery. 

By protecting new-born infant against 
skin infections, Baby-San, with its speedy 
and thorough removal of pre-natal bacteria, 
prevents the spread of infectious skin dis- 
eases from infant to infant. In addition, the 
safety film of olive oil that remains on the 
baby’s body after the Baby-San bath guards 
tender skins against superficial dryness or 
irritation. 

Thus does Baby-San help to keep nursery 
efficiency at its highest level. 

Baby-San is a godsend to wartime nurs- 
eries, to overworked nurses, to supervisors 
short of help. For Baby-San cuts infant 
bathing time in half. Only a few moments 
and a few drops of concentrated Baby-San 
are required for a complete bath. No addi- 
tional lubricants are needed. 

No other baby soap can do more for your 
hospital than Baby-San—purest liquid castile 
soap—the choice today of more than 75% 
of America’s crowded wartime nurseries. 


THE HUNTINGTON <8 LABORATORIES INC 


DENVER HUNTINGTON INDIANA TORONTO 
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BABY SOAP 
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The Executive Secretary 


GEORGE PUFFER BUGBEE 


ja selection by the Board of Trustees of the American Hospital Association of George Puffer 
Bugbee as the executive secretary is wise and fortunate. Mr. Bugbee by training and by 
temperament is particularly well-suited for this responsible position. He will conduct the affairs 
of the Association in a sound, constructive, and efficient manner. He has vision, ability, and 
energy. These qualifications, combined with his devotion to the work of his chosen profession, 
insure the progressive development of the Association along sound lines. 


Mr. Bugbee was born at Waukesha, Wisconsin in 1904. He attended the University of Michigan 
and was graduated in 1926. From 1926 to 1928 he was credit manager of University Hospital, 
Ann Arbor, Michigan, and from 1928 to 1935 he occupied the position of office manager. From 
1935 to 1938 Mr. Bugbee served as assistant director under Dr. Harley A. Haynes, director 
of the University Hospital, and from 1938 to date he was superintendent of City Hospital, 
Cleveland, Ohio. 





























The Journal of the gemesican Sloshital Sssoctation 





Vol. 17 


MARCH 1943 No. 3 





Civilian Hospitals and the War 


HONORABLE MAURY MAVERICK 


HONORABLE MAURY MAVERICK 


Director of the Governmental Division 
War Production Board, Washington, D. C. 


ANAGEMENT OF A HOSPITAL is a business and 
M an honorable profession which will in- 

crease to such enormous proportions that 
none of us can even imagine the scope of its activ- 


Presented at the Twelfth Mid-Year Conference of the American 
Hospital Association, Chicago, February 12, 1943. 
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ity in the years to come. This work will become 
more important than it has been at any time in 
the history of the world. War is global; disease can 
travel by strato-liners, and almost by rocket planes 
throughout the world. 

Hospitalization and medical skill have reached 
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standards which were unimagined even ten years 
ago, much less fifty years ago. Some of the rem- 
edies and ways of treating people practiced even 
when my own son was born,—which was only 
twenty-two years ago—seem like witchcraft to me 
now. 


From the time a Medical Corps Corporal tagged 
me, when I was wounded as a soldier in France, 
I have watched with continuing amazement the 
advance of hospitalization and medical science. 
The meteoric advance of science means that you 
face an opportunity in the saving of human life 
which your fathers could not even hope for, be- 
cause they could not even dream of the advances 
in medical science up to this very day. 


In this war our first job is to do our part to help 
win the war. While we recognize that we must 
provide men and munitions, tanks, ships and 
planes to fight the Japs, Italians, and Germans, we 
know that the health of our civilians and armed 
forces is an important factor in our war effort. 
We must provide essential civilian and military 
hospital facilities. And so I must urge that your 
duty and mine, and the duty of all Americans, is 
to make available every inch of hospital space for 
the seriously ill in a real effort to avoid all but 
the most necessary construction. 


Abraham Lincoln’s Interest in Hospitals 


We all remember that today, February 12, is the 
birthday of one of our greatest presidents, 
Abraham Lincoln. Strangely enough, the medical 
and hospital history of Mr. Lincoln and his family, 
is an interesting although tragic one and it is of 
great interest to us today. Lincoln had many con- 
tacts with hospitals, doctors, and sickness both in 
his public and his private life. 


As a war-president, Lincoln was deeply inter- 
ested in hospitals for the soldiers and proper med- 
ical care for the men in service. Immediately on 
the outbreak of war, he appointed a “Commission 
of Inquiries,” to investigate the need for hospital- 
ization and medical care due to the Civil War. I 
suggest you all bear that commission in mind, for 
today we have a similar, but much greater over- 
all problem which must be considered by some 
very high unified authority, probably appointed 
by our President of today. 


Lincoln’s visits to hospitals began early in the 
Civil War. Throughout the war, he showed a spe- 
cial interest in them. He wrote in irritated tones 
to the Surgeon-General and to the contract sur- 
geons that the men should receive better care. 


Lincoln constantly urged more hospitals, and as 
a result, there were, by 1863, some 21,426 beds in 
Washington besides some of the field and post hos- 
pitals in the same city. Two hospitals, in fact, were 
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located on the grounds of the Executive Mansion. 
Lincoln, also, gave much time and a great deal 
of thought to the construction of various types of 
hospitals. There were, as today, field hospitals, 
and those of temporary and permanent construc- 
tion. The Lincoln General Hospital in Washington, 
with 2575 beds, was a temporary war structure. 


At this point, let us make comparisons with con- 
struction today. In this total war, the necessity for 
steel, copper, and critical materials to make weap- 
ons of war is greater by many times than in any 
war in history. At the same time, the demand for 
hospital beds will, on the whole, be greatly in- 
creased. All of which means that today, as in the 
Civil War, we must study carefully the types 
and construction of hospital buildings. 


Hospitals Must Serve the Maximum Number 


At the same time, existing hospitals must serve 
the maximum number of people. Extra beds 
should be put in private rooms big enough to hold 
one or more beds without going below the 70-80 
square feet per bed; all beds possible must be put 
in semi-private rooms and wards; all solariums, 
rest rooms, and the like, must be used for patient’s 
beds where practical. Occupancy must be 90 per 
cent minimum all of the time in civilian hospitals, 
while there must be a vast reserve of beds de- 
voted to military hospitalization. 


Furthermore, the average length of stay of ob- 
stetrical, surgical, and medical patients must be 
reduced to the lowest point considered practicable 
by your staff doctors. Never lose sight of the fact 
that a ten or twenty per cent reduction in the 
average length of stay increases your number of 
beds available for patients by the same amount 
without the use of critical materials. 


If all these steps are taken, and you can show 
that the level of public health will be lowered to 
the point of interfering with the war effort un- 
less other facilities become available, then appli- 
cation should be made for additional construction. 
We will approve if the project is judged abso- 
lutely essential—and the materials are available— 
although the availability of materials is by no 
means certain. 


Modern Treatment Might Have Changed the His- 
tory of the Lincoln Family and of the Nation 


And now back to Lincoln again. He had great 
human understanding, and upon occasions when 
men, for some crime or infraction of law, re- 
ceived sentences, from several years imprison- 
ment to death, he questioned if these men might 
not be insane, or at least not responsible. This may 
have been due to the fact that Mrs. Lincoln was 
even then suffering from a nervous disorder. 
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The comparison I could draw here is that we 
must have well-trained psychiatrists; and the fact 
is, the Army and Navy do have them and are 
saving themselves a lot of trouble by weeding out 
the mentally unfit in advance. Failure to do this 
would lead to the very thing that troubled Lin- 
coln about his soldiers. Out of this present war 
have already come many mental cases, in spite 
of the caution exercised upon a civilian’s induc- 
tion into the service. We know, furthermore, that 
out of this war will come many thousands whose 
minds will be affected either slightly or seriously. 


The tragedy of Lincoln’s death, in all probability, 
would have been prevented by modern scientific 
treatment. When Lincoln was struck down, there 
were doctors in the audience so that he received im- 
mediate attention. He was shot in the head; there 
was a clotted wound in the back of it. The doctors 
attempted to lower the intracranial pressure 
which, according to a book by Dr. Milton H. 
Shutes, caused “shallow breathing and weak 
pulse.” One doctor, the first to attend, tried to 
stimulate the dying man by breathing directly 
into his mouth and by pouring in some brandy. 
When Lincoln’s wound was probed—and I believe 
antiseptics were not used, the finger of the doctor 
was poked into Lincoln’s brain, but the pistol ball 
could not be gouged out. Later the bullet was 
knocked or pulled out with a silver probe, which 
I understand has been found to be quite the wrong 
thing to do. 


As you remember, Lincoln could not be taken 
to a hospital or to the White House. He was car- 
ried across 10th Street to a nearby room. Probably 
his removal, which was without a stretcher, was 
enough to kill him. The treatment he received, 
though competent at the time, differed as night 
and day with modern techniques, hospitalization, 
and the medical knowledge of today. 


I have seen many unbelievable recoveries of 
people who have lost or had seriously injured 
the most vital organs, because they received care- 
ful handling, rest, and scientific treatment. It is 
possible that with the modern methods of moving 
patients properly, the use of x-rays and hundreds 
of other instruments, plus the amazing modern 
surgical technique for brain and cord injuries, the 
President’s life might have been saved. 


It is interesting to note also that when Tad Lin- 
coln died, it was said that he had “water in his 
chest” and the Chicago Tribune, which was telling 
the truth as it knew it, said, “The cause of his 
death was dropsy of the chest.” Many physicians 
have since said that all indications are that the 
alleged pleurisy that he had had for six months 
was, in fact, tuberculosis. 


Even there, with proper diagnosis, rest, treat- 
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ment, and probably thoracic surgery, Tad might 
have been saved. And the comparison is made here 
that in tuberculosis hospitalization there must 
come an enormous increase of essential facilities 
since some 70,000 die annually of it, and many 
needlessly. With treatment, surgery, and hospital- 
ization, this disease can be checked and in most 
cases cured. 


So much then from the life and death of 
Abraham Lincoln, the great humanitarian to 
whom we pay tribute today. We see him as a pro- 
ponent of hospitals; we see illness and death in 
his own family because medicine and surgery were 
in their infancy and because proper hospitalization 
was still unknown. 


The Nation’s Health Is its Greatest 
Single Resource 


When we turn to the modern question of hos- 
pitalization and medical skill, one fact that every- 
body should agree with is that the Nation’s health 
is the greatest single resource in war and in peace. 
The constant attention shown by all branches of 
the service to the health of our fighting men is 
evidence of this point. The health of our civilian 
population is equally as important because the 
great factories of production cannot turn out the 
multitudes of weapons needed if men and women 
are sick. The hospital problem is therefore a total 
problem, including every square inch of soil all 
over the world, and wherever you find an Amer- 
ican. 


The problem we face is how to meet the gigantic 
job of keeping our Nation healthy in war and of 
helping to maintain the health of the world in time 
of peace. 


The Need of a Unified Approach 


There is no need to argue about state medicine, 
voluntary or public hospitals, or the like. What we 
need is a unified approach to the problem, and a 
full appreciation of what is ahead. After all, the 
hospitals on which anybody makes any money do 
not constitute one per cent of the hospitals in the 
United States. Hospitals are not money-making 
propositions, and never will be. 


The very principles of humanitarianism, re- 
search, and scientific care of patients upon which 
our hospital structure is founded preclude any 
thought of profit. One of the main problems is how 
to find the funds to meet operating expenses. 


Hospitals must therefore be considered now and 
in the future, as one problem; as I just said, a total 
problem. Today the problem is to save and stretch 
the available space, thus saving critical materials; 
tomorrow it will be to provide hospitalization for 
all people in need and for every type of disease or 
injury. There will be Federal, state, county, city, 
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voluntary, all kinds of hospitals. And when you go 
to classify them as being public or private, the an- 
swer will be the same; they will not make any 
money, and they will be for public service. Thus 
you might as well say that all hospitals are “pub- 
lic” in nature, which, of course, is not to say they 
are all by any means purely charity hospitals. 
Ninety-five per cent of all hospitals do tremendous 
amounts of charity work and I never cease to won- 
der as to just how our great voluntary hospitals 
stand up under the financial strain. 


Considering the Hospital Needs of Tomorrow 


In considering the hospital needs of tomorrow, 
we must, of course, give immediate attention to 
the care of the men wounded in war. 


How many casualties will there be? No one 
knows. The Russians and Germans have had prob- 
ably some five million each. The Chinese have had 
untold millions—so many that if I hazarded a min- 
imum figure based on some facts, it would sound 
too astronomical in number to be believed. More- 
over, the war is not over by any means; the casual- 
ties of the Germans and Russians—and probably 
the Italians—will greatly increase. 


Thus if we have 20 per cent of what the Rus- 
sians have now—and we know the Russians will 
have many more—it means we must care for a 
million wounded. 


It is officially well-known, and it has been pub- 
licly announced on more than one occasion that a 
great world offensive will start against our enemies 
in 1943. Concisely, the announcement of Mr. James 
Byrnes, Economic Stabilizer of the Nation and di- 
rect representative of President Roosevelt, sums 
up the situation. He says there will be an invasion 
of Europe in 1943 and that it will be “one of the 
greatest military operations ever planned in his- 
tory.” And directly to our point are these words: 
(the invasion) “will involve casualties such as this 
nation has never before endured.” 


. Thus it is essential that we think in big and 
comprehensive terms. Speaking of hospital beds, 
the Veterans’ Administration has 85,000; the Presi- 
dent has authorized up to one hundred thousand. 
At present, 67,100 beds are occupied. The Army 
has 185,000 hospital beds, the Navy, 54,655; their 
occupancy is a military secret. But you can see 
the Veteran’s Administration have no great num- 
ber of available beds. So far, the Marine Corps, 
Navy, and Coast Guard have some 22,672 dead, 
wounded, and missing; the Army, 35,600. This, in 
the face of facts and official announcements, indi- 
cates only the beginning. The total military beds 
are 324,655, which seems a lot, but they are now 
substantially occupied and if many casualties are 
to come, the number of beds must be a subject 
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of immediate concern to the American people. | 
say this because it has also been publicly an- 
nounced that our military forces will reach eleven 
million. Where millions have been wounded in 
other armies, it would be folly not to prepare for 
these men on a scale of similar casualties in our 
armed forces. 


And I have been speaking of men. In American 
thinking, we have thought of the WAACS, the 
SPARS, the WAVES, as romantic young ladies’ 
organizations—the very use of such abbreviations 
has a sort of picnic implication. But with Army 
and Navy nurses, plus industrial workers, the 
number of women in this war will be many times 
—how many times I do not know—more than in 
the last war. Therefore, a huge program of hos- 
pitalization must be provided for our girls as well 
as our boys. The people of America, the mothers 
and fathers of these young women, must awake to 
this issue at once, and prepare for what is sure 
to come. 


To sum it up, what is the main or principal 
point? 

It is that if our Allies have had millions upon 
millions of wounded, and we are going into a great 
offensive, by comparison, we must conclude that 
we cannot build enough hospitals. Therefore, as I 
said before, we must utilize all possible space; we 
must use all kinds of buildings that can be adapted 
to such use. This will include sea-side resorts, 
mountain homes, dude ranches, office buildings, 
spas, fishing lodges, factories, ski lodges—and it 
must be on a large scale. The survey of these 
places should be done now, on a national scale. 
Why not foster that single study? Prepare for the 
wounded and sick now. It is known the Army, 
Navy, and various branches of the service are 
making studies and doing as much as they can; 
but as I have twice said, it is a total problem. 


Let your Association foster the Presidential High 
Commission, similar to that of Lincolns’; in the 
meantime study the problem yourselves. 


It may be I have emphasized the military phases 
too much, but I do not think so, for the military 
angle will affect every person, male or female, 
civil or military. 


The Blue Cross Plans 


Concerning hospitalization in general, I have in- 
formed myself of the Blue Cross Plan, adminis- 
tered by the hospitals of the country. From what I 
can see it is a valuable service to its members; 
surely the idea is excellent. Twelve million are 
enrolled in this plan alone. Besides this, there is 
the whole field of commercial and cooperative hos- 
pital insurance. In any event, all types of hospital 
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insurance will be enormously increased after the 
war. 

Millions of Americans now engaged in war in- 
dustries are becoming acquainted with group hos- 
pitalization and group medical insurance. With the 
tremendous growth of war industries and the sud- 
den increase in population in many communities, 
causing an acute health problem, there have been 
organized different types of group medical protec- 
tion. For instance, in 1939, a California Physicians 
Service was organized to provide medical care for 
industrial groups at $2.50 per person per month. 
This plan was approved by the American Medical 
Association. At the present time, 4500 physicians 
are enrolled and subscribers get preventive medi- 
cine, nursing, and visiting nurse service, hospital- 
ization up to three weeks for any one illness or 
injury and up to three months for chronic illness, 
surgery, and obstetrical service. 

The point is that all kinds of similar plans are 
being developed throughout the country to meet 
wartime needs and to utilize to the fullest extent 
available doctors. These war workers who now 
experience the benefits of various kinds of co- 
operative medical organizations will surely de- 
mand continuation of such arrangements after the 
war is over. The result is that you will have a 
population demanding greater and greater hospital 
insurance. The hospital idea is in the heart and 
mind of every American for as long as there will 
be an America. 


But all these plans will not take care of those 
who cannot pay at all, and the ones you hospital 
men call “medically indigent,” which means such 
people who can make a living but cannot pay for 
medical attention in addition. Because of this the 
national hospital problem will be made still great- 
er, and whether one likes it or not, there will 
probably be Federal subsidies to re-imburse local 
agencies of government and voluntary hospitals 
as well. 


In this nation with doctors gone to war by the 
tens of thousands, we still have one doctor to 1700 
persons; England has only one to 2700 persons; 
while the doctors in China, for instance, are so few 
as to be hardly worth counting. 


As we sit here today, on Lincoln’s Birthday, let 
us summon his spirit to realize the duty we must 
perform, but on top of that let us use our imagina- 
tion, our will power, to do one of the bis Jest and 
most incalculable jobs that has ever faced all man- 
kind. 

We must all do our job, each in his own place, 
but a single plan should be made to enlist the full 
strength and wealth of the nation in a united fight 
for human health. 


In memory, then, of Abraham Lincoln we pledge 
our hearts and souls not only to victory, but also 
to the care of the wounded and afflicted, now and 
in the hereafter. 





Medical Services May Be ‘Rationed” 


“Medical services may be ‘rationed’ for the dura- 
tion,” said Dr. George Baehr, of the United States 
Public Health Service, and Chief of the Medical 
Division, Office of Civilian Defense, on January 24. 


“With thousands of doctors and nurses already 
in the armed services and more leaving every day, 
the luxury medical attention to which Americans 
have been accustomed will be eliminated. 

“Some of the luxuries are: the full-time atten- 
tion in a hospital of one or two private nurses, if 
the nature of the illness is such that the nurse can 
attend other patients in nearby rooms; going to a 
hospital just for a rest or for clinical diagnosis 
that could be made by visits to doctors’ offices; 
and calling a doctor to the home when the patient 
could be taken safely to the doctor’s office or could 
be treated by someone in the home following tele- 
phone instructions. 

“Suggestions for rationing available medical 
Service. include: (1) call on the doctor at times 
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when those who must work specified hours are not 
calling; (2) do as much of the consulting with the 
family doctor as possible over the telephone; (3) 
don’t expect the doctor the minute he is called; 
(4) help educate people to do some things for 
themselves; and (5) don’t demand or expect lux- 
ury services. 

“It appears now, that during the immediate re- 
construction period following the war, occupation 
of many countries by the armed forces of the 
United Nations will be necessary to keep peace and 
order. Many of the countries we will have to oc- 
cupy have never had adequate sanitary or medical 
conditions. In others the best doctors will have 
been killed or used up by the enemy. In all these 
places, American doctors, nurses, and laboratory 
workers must go along to protect the health of our 
forces. This means providing enough medical serv- 
ice that the health conditions in those countries 
as a whole can be controlled.” 











“Shape of Things to Come’ in Hospitals 


A. P. LUSCOMBE WHYTE 


AR AND BOMBING called into being Britain’s 
\Y/ ‘trersenes Medical Service,” revolu- 

tionizing the country’s highly individual 
and independent hospital system—or systems, for 
each hospital had its own. A comprehensive and 
extremely efficient national machine was evolved 
for dealing with war casualties and ordinary sick- 
ness. 


And, when peace returns, Britain will have a 
permanent hospital and medical organization su- 
perior in administration, technique and material 
to that of three years ago. This may well prove to 
be one of the greatest of the benefits to arise out 
of the necessities of war. 


More than a year before the war Britain’s Gov- 
ernment was planning in case the necessity should 
arise, the wartime air-raid casualty scheme which 
later grew into the far wider Emergency Medical 
Service. 


Surveying Actual and Potential Hospital 
Accommodations in Britain 


A detailed survey was made of all the actual 
and potential hospital accommodation in the coun- 
try. Hundreds of hospitals were ear-marked for 
the reception of service and civilian casualties. 
Minor hospitals were “up-graded.” Vast supplies 
of medical and surgical goods, beds, bedding and 
the thousand-and-one necessities of a hospital 
were laid in for rapid distribution. 


Work went on steadily up to the outbreak of 
war. Thanks to these preparations—made in anti- 
cipation of mass raids immediately war was de- 
clared—September 1939, found Britain’s hospitals 
well prepared for even the largest casualty rate. 


A total of 290,000 casualty beds were waiting in 
England and Wales, and another 30,000 in Scot- 
land. These had been made available in three 
ways: by getting more beds into existing first- 
grade hospitals; by adapting smaller public and 
private hospitals, mental hospitals, sanatoria, 
schools, training colleges and hydropaths as 
casualty hospitals; and by a large program of con- 
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struction which had by then provided 35,000 beds 
in “hutted” hospitals, a number which has now 
risen to well over 50,000 beds. 


Ordinary time standards were thrown over- 
board. Speaking recently of these hutted hospitals, 
Ernest Brown, Minister of Health, said: 


“The vast majority of these beds has been 
provided in the form of single-story hutments. 
Many form sturdy, self-contained hospitals— 
complete with operating theaters and equip- 
ment down to the last detail. Others are exten- 
sions to existing hospitals. 


“To have achieved this expansion at the 
normal peace time rate of hospital building 
would have taken something like twelve years. 
This has been compressed into less than three 
years.” 


Hospital “Insularity’” Swept Away 


Before the war Britain’s hospital system was not 
centered round any form of control. There were 
hundreds of “voluntary” hospitals—supported by 
the public—and hundreds of municipal hospitals, 
financed by the rates. The two types did not coop- 
erate, and individual hospitals clung jealously to 
their independence of management and method. 
Hospital areas were arbitrary and water-tight. 


This “insularity” was swept away. In the na- 
tional system all hospitals, of whatever type, 
worked together. They were organized on a Re- 
gional system, under National direction. 


The London Region—a special problem—was 
sub-divided into ten Sectors. At the apex of each 
was one or more of the big teaching hospitals. At 
the wider end, stretching well out into the coun- 
tryside of the home counties, were the “Base Hos- 
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Nearly five hundred hospitals in England were hadly 
damaged during the blitz. Picture shows Guy’s Hospital. 
Sections of Guy’s Hospital were demolished, other sec- 
tions were damaged and made unserviceable by bombing. 







pitals.” Here, in comparative security from air- 
raids, were more than fifty up-graded country 
hospitals, equipped with apparatus from the “par- 
ent” London hospital and extra supplies from Gov- 
ernment stores, and staffed by surgeons, specialists 
and nurses from the big apex buildings. 


Hospitals for Raid Casualties 


In all there was a total of 1076 hospitals of 
various classes ready to take raid casualties, and 
some hundreds more of “suspended hospitals,” not 
required to reserve permanent bed-space for cas- 
ualties, but ready to accommodate them at short 
notice. 


The whole system was, and is, based on the 
limited use of the great city hospitals as “casualty 
clearing stations” only. Here raid casualties are 
rushed for urgent treatment, and passed out to the 
country “branches” as promptly as possible. 


The ordinary sick, too, are evacuated to the 
country hospitals. Some idea of the size of this 
mass movement may be gained from the fact that, 
between September 1940—when the blitz opened— 
to April 1941, some 80,000 patients were moved 
from the London hospitals and treated in the quiet 


of the country. This figure does not include raid 
Casualties. 
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The movement of stores, staff and food involved 
tremendous organization. Fleets of coaches, con- 
verted into ambulances, were used to transport 
patients. Ordinary coaches took the “sitting cases.” 


The Organization of the National System 
for Hospitals 


Control of this vast national system was divided 
and sub-divided. At the top was the headquarters 
staff, with a Director General in charge, three 
Deputy Director Generals responsible for the ap- 
pointment of medical personnel and three Direc- 
tors to deal with hospitals. 


A large staff of medical specialists and consult- 
ant advisers were collected, each man looking 
after some aspect of medical science or organiza- 
tion of casualty service. 


In each Region of the country, a hospital officer 
is in control. In the London Region, a group officer, 
taken from one of the big central hospitals, was 
put in charge of each Sector, responsible for the 
highly complex task of mobilizing and distributing 
staffs, supplies and so on. 


The various Groups and Regions work closely 
together; casualties are taken by any unit which 
might be convenient. Prompt and proper treat- 
ment is the only criterion. 


As the war—and bombing—continued, the orig- 
inal scope of the Emergency Hospital Service ex- 
panded. At first it had been intended to give treat- 
ment, at Government expense, only to service sick 
and wounded and to civilian raid casualties. But, 
one by one, other classes were taken in—the 
women’s services, Civil Defense and Home Guard 
members, transferred war workers and civilian 
sick evacuated from vulnerable areas. 


The Effect of the “Blitz” in Reducing Hospital 
Bed Capacities 


The blitz hit the hospitals badly. Nearly five 
hundred were damaged by bombs, several se- 
verely. Thousand-year-old St. Thomas’s, in central 
London, was hit by eleven bombs; much of its 
structure was ruined and its capacity reduced 
from seven hundred to seventy beds—all of them 
underground. The closing of upper floors of the 
London Hospital reduced its beds from nine hun- 
dred to about three hundred fifty. 


So the story went on. So did the hospitals. They 
transferred underground, as far as possible. St. 
Thomas’s found itself with only two underground 
wards, an underground theater and an out-patients 
department and casualty clearing wards on the 
ground floor. 


The result was that the outward flow of patients 
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to the “base” hospitals increased. In addition some 
of the big hospitals opened “country branches” in 
large houses, schools and specially-built hutted 
hospitals. The London Hospital opened a three- 
hundred-sixty-bed self-contained unit in Essex, 
and transferred to it much of its remaining appa- 
ratus and considerable staff, including even its 
cleaners. Guy’s Hospital took over a big mansion 
on the Kentish North Downs. St. Thomas’s has 
four hundred beds and its Medical and Nursing 
Schools near Godalming in Surrey. 


What remains of the London hospitals are now 
more than ever clearing stations, both for casual- 
ties and ordinary patients. But they still give 
service. 


“The ‘field hospitals’ in London’s battlefront 
will dress a boil as readily as in the days be- 
fore the out-patients’ departments ‘became 
casualty clearing stations,’ wrote one ob- 
server. “With this difference—they will treat 
the boil only between certain hours, whereas 
wounds caused by enemy action can be 
dressed at any time.” 


Local Medical Officers Are Responsible for 
First Aid Service in Their Own Areas 


Hospitals are only one side of the Emergency 
Medical Service. Equally important is a First Aid 
Service, equipped and trained to give instant med- 
ical help to raid victims. Members of this service 
are always among the first on the scene of a bomb- 


ing. After binding up wounds and giving essential 
treatment, their job is to decide whether victims 
are sufficiently badly wounded to be sent off to 
hospital by ambulance, or whether the local First 
Aid Post or Mobile First Aid van can give them 
sufficient treatment. 


Local medical officers are responsible for run- 
ning the Service in their own areas, and each Post 
has a part-time doctor in charge and a staff consist- 
ing of at least one trained nurse, with auxiliaries, 


Ambulance Services 


At the height of the blitz nearly 15,000 ambu- 
lances were available in England and Wales, and 
over 18,000 autos,. to take “sitting cases” to the 
First Aid Posts or hospitals. Personnel numbered 
nearly 33,000 men and 43,000 women. 


Almost all ambulances are small, holding two 
or four stretchers, and usually carry an attendant 
with a First Aid Certificate. 

During 1942, because of the urgent demand for 
man and woman power, the personnel of the First 
Aid and Ambulance services has been reduced by 
about one-third. 


Planning for Britain’s Post-War 
Hospital System 


The Ministry of Health, the British Medical As- 
sociation, the Nuffield Provincial Hospitals Trust 
and other bodies are already surveying and plan- 


During the blitz, London hospitals transferred underground and carried on with their work. 
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Converted coaches are used as ambulances to transfer pa- 
tients from the town hospitals to their country branches. 
An ambulance leaving Guy’s Hospital passes under the 
arch commemorating members who fell in the last war. 


ning Britain’s post-war hospital system. Only a 
general outline can be estimated as yet. 


First, and most important, the old individual, 
non-cooperative system—or lack of system—is to 
go. It will be replaced by a national system in 
which both municipal and voluntary hospitals will 
work together, and receive assistance from the 
National Exchequer. 


The old barriers of geography will go, and coor- 
dinated hospital provision will be based on larger 
and more logical areas than those of the local 
authorities. 


Coordination will not involve domination of the 
unit by the center, or concentration of specialists 
and services at the large hospitals. Ernest Brown 
said in June 1942— 


“Our coordinated service .. . can and should 
aim at a much wider dispersal of specialist 
skill than we have known in the past. There 
must be some reduction in the former concen- 
tration of skill in a few large towns, and the 
talents of the consultant must be brought to 
bear more easily on the medical and surgical 
problems arising in all parts of the country.” 


Hutted Hospitals 


The “hutted” hospitals, raised in the country by 
the needs of war, may well lay the foundation for 
a permanent system whereby “clearing hospitals” 
will remain in the cities and the main healing 
work will be carried on in fresh air and country 
surroundings. 


March 1943 


“War has enforced in a few months what 
the medical profession has been hoping and 
planning for years—hospitals in the heart of 
the country, with casualty clearing stations 
only in the grime of London.” 


So said the Medical Officer for the County of Hert- 
fordshire recently. He voices the opinion of a large 
section of the profession. 


Lord Nuffield’s “Provincial Hospitals Trust” has 
already carried out detailed surveys of hospitals 
in a number of areas. Hospitals in London and in 
Lancashire are now being surveyed by the Minis- 
try of Health. The findings will be carefully 
studied in building up the post-war system. 


The Nuffield Trust, which is supported by the 
British Hospitals Association, calls also for divi- 
sional and regional Councils, responsible for allo- 
cating funds to hospitals in their areas. 


The emergency hutted buildings of today have 
taught the profession one lesson—flexibility of de- 
sign. Says Ernest Brown: 


“They will undoubtedly comprise a valuable 
part of our post-war hospital resources... . 
Possibly the hospital ‘shape of things to come’ 
will be something between these simple, 
single-story units and the elaborate multi- 
story buildings sometimes favored in the past. 


“We have learned that it is not necessarily 
true economy to design a hospital to last a 
hundred years in an age in which medical 
knowledge and requirements are developing 
as never before.” 


Fifty thousand beds are now provided in hutted hospitals 

outside danger areas, to which in-patients are transferred 

as soon as possible. Picture shows a 72-year-old patient 

in the new country annex of the London Hospital quite 
happy in her new surroundings. 
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A Record Librarian's Contribution 
to Social Statistics 


SISTER MARY SERVATIA, S.S.M., R.N., R.R.L., B.S. 


ceived little attention in the hospital field. 

The cause of this apparent lack of interest 
is no doubt due to the fact that the hospitals, like 
many other institutions, educational and the like, 
have focused their attention primarily and almost 
exclusively on their own activities. Perhaps there 
are many hospital administrators and record libra- 
rians to whom the idea of making a contribution 
to the social statistician has never occurred, for 
hospital statistics seldom go beyond the adminis- 
trator’s office, the board meeting, or the staff con- 
ference. 


Ss STATISTICS, as such, have apparently re- 


The Social Significance of Hospital Statistics 


Practically all hospital statistical data have defi- 
nite social implications, and there is a vast amount 
of material available, but it remains hidden in the 
record department or the administrator’s office. 
Statistics are valuable only in so far as they are 
made available, studied, and interpreted. 


In this discussion it will not be possible to con- 
sider more than one topic of hospital statistics and 
to portray only a few of its phases in order to 
indicate some of the ramifications of its social 
significance. Therefore, we will limit this discus- 
sion to the subject of mortality statistics in the 
hospital. A subject, very common-place indeed, 
and well known to every medical record librarian 
and hospital administrator. 


The Hospitals Mortality’s Rate 


Perhaps the first thought that enters the mind 
of the administrator when he thinks of mortality 
statistics may be—“What is the death rate?” All 
administrators and medical record librarians know 
what the death rate is in their respective hospitals, 
but how many people in the community know 
what the average net death rate is in a general 
hospital? If the fact were widely known among 
social workers, that ordinarily a general hospital 
has a net death rate of approximately three per 
cent or even less, then social workers could present 
some concrete facts to support the evidence that 
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the hospital is not the gateway to death for the 
majority of the patients who enter its portals. 
Perhaps some in this group may question why we 
try to prove the obvious. However, are there not 
many communities in which a large percentage 
of the population still harbors the old idea that a 
trip to the hospital via an ambulance is merely the 
forerunner of the hearse? 


Specific mortality reports with respect to the 
causes of death would be a prolific source of social 
statistics. Thus for example, if in a community 
there is a large percentage of deaths due to meta- 
bolic or nutritional disorders, we might, with good 
reason, suspect that a socio-economic factor is in- 
volved. If, therefore, this information were made 
available to the welfare agencies of the commu- 
nity, an investigation could be made in order to 
determine, if possible, means of reducing the death 
rate and of preventing the disease. Consequently, 
a wider dissemination of hospital statistical data 
would, no doubt, bring about a greater degree of 
coordination between health and welfare agencies. 


Another interesting phase of mortality statistics 
is that of maternal deaths. This is a subject of 
great interest to the social statistician. If the ma- 
ternal death rate of all the hospitals in a given 
community were compared with the total mater- 
nal death rate of that same community, what valu- 
able information maternal welfare agencies could 
obtain. 


Longevity 


Another interesting aspect of vital statistics is 
the average length of life. Longevity was a topic 
of great interest in ancient times, and the centuries 
have not diminished man’s concern in the length 
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of human life. In recent years life expectancy has 
been showing a definite increase with each suc- 
ceeding decade. 


The chances for a newborn babe to reach the 
age of sixty-five are as great today as were the 
chances of reaching fifty, thirty years ago.* The 
progress made in the field of scientific medicine, 
no doubt, plays an important role in life expect- 
ancy. However, social factors may or may not 
play an equally important part in extending life’s 
span. 


Economic Position and General Intelligence 
as Factors in Life Expectancy 


According to Dublin and Lotka a long life can 
be expected by professional and white-collar work- 
ers, and they maintain that such social elements as 
the economic position and general intelligence of 
our progenitors are determining factors in life 
expectancy. 


Study of Age Incidence in Mortality at St. Mary’s 
Hospital and Firmin Desloge 


If, thought I, Dublin and Lotka are correct in 
their estimation, I, as record librarian, having 
available certain social data, might be able to cor- 
roborate their findings by a comparative study of 
the age incidence in mortality of the two general 
hospitals of the St. Mary’s Group of the St. Louis 
University Hospitals, namely: St. Mary’s Hospital 
and Firmin Desloge. 


This is the particular phase of hospital statistics 
I wish to portray in order to show concretely what 
arecord librarian can contribute to the social sta- 
tistician. The study here presented includes the 
deaths in the two hospitals mentioned above. The 
deaths occurred during the calendar year of 1941. 


The patients of St. Mary’s Hospital belong, in 
the main, to the professional and so-called white- 
collar group of workers for whom Dublin and 
Lotka predict greater possibilities of a long life. 
The patients of Firmin Desloge, on the other hand, 
are generally among the laboring classes, and are 
definitely in the lower social bracket. Therefore, 
one should, apparently, be able to determine from 
such a study, whether or not a well-filled purse 
and a body well-fed and well-lodged give an as- 
surance of a long life. However, due to the fact 
that Firmin Desloge has no pediatric division, and 
all children from the Pediatric Clinic of Firmin 
Desloge are sent to St. Mary’s for hospitalization, 
deaths occurring during the first decade of life 
were not included in this survey, in order to make 
the study of the two hospitals comparable. 


I 


*Dublin, Ph.D., Louis J. “Statistical and Social Implications in 
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We arranged the age incidence in five-year 
periods. Firmin Desloge shows a definite clustering 
of cases between the age of fifty to sixty-four. In 
fact the number of cases in these three successive 
five-year periods was identical, with a difference 
of only two in the next five year period, namely: 
sixty-five to sixty-nine. 


Findings 


By plotting a graphic chart on the basis of deaths 
per decade one finds in respect to St. Mary’s Hos- 
pital, a steady rise up to the sixth decade and then 
a slight decline until the eighth decade. The com- 
parison is more clearly and significantly portrayed 
by a presentation of the age incidence on a per- 
centage basis. Here we see that the chances for 
reaching the sixth and seventh decade of life was, 
apparently, five per cent greater for those in the 
laboring classes. 


Since I relied much on the findings of Dublin 
and Lotka, I determined to use another method of 
calculations, namely: the arithmetic mean, or aver- 
age, and the median. The result of these calcula- 
tions were as follows: 


The arithmetic mean for St. Mary’s Hospital 
56.7—for Desloge 57.4. 

The median age for St..Mary’s Hospital 59.3— 
for Firmin Desloge 58.9. 


Summing up we find that the average age for 
St. Mary’s is seven-tenths less than that of Desloge, 
while the median age for St. Mary’s is four-tenths 
higher than that of Firmin Desloge Hospital. The 
difference is therefore, practically negligible. 


Our findings in this study do not support the 
opinion of Dublin and Lotka. However, a more 
extensive study covering a longer period of time, 
might have been in favor of Dublin’s statement. 
Nevertheless, since the annual statistics of a gen- 
eral hospital, under ordinary conditions, run quite 
parallel, and, since there is in the main, a marked 
difference in the social and economic status of the 
patients in these two hospitals, under the same 
climatic and geographical conditions, one might 
assume that the sampling was adequate. 


Summary 


To some the result of this study may be signi- 
ficant, while to others it may have no importance. 
The purpose of this report is not to present a piece 
of research work, but rather to indicate some types 
of social statistics available to every hospital ad- 
ministrator and record librarian. If these few 
thoughts here presented have convinced adminis- 
trators and medical record librarians that if they 
so desire they can give the social statistician much 
valuable data, then the purpose of this paper has 
been attained. 








Who is at Fault? 


Why has the American Hospital Association Failed to Interest the Superintendents 
of Public Hospitals? Is the Superintendent of the Public Hospital at Fault? 


BENJAMIN W. BLACK, M. D. 


tiveness of the program of the American Hos- 

pital Association, with special emphasis on 
its success in the public hospital field. Many super- 
intendents of public hospitals have long been in- 
terested in the Association. They have assisted in 
its development; contributed to the deliberations 
of its legislative body, its councils and committees; 
and have joined with others in the assumption of 
responsibility for its program and policies. For 
purposes of this discussion, it has been assumed 
that the majority of the superintendents of pub- 
lic hospitals have not found that interest in the As- 
sociation, nor allied themselves with its purposes. 


Te two questions proposed challenge the effec- 


Thirty-one per cent of the registered hospitals 
in this country are operated by Federal, state, 
county and city governments. In these hospitals 
are placed disabled veterans of the country and 
seamen who have been or are engaged in maritime 
duties. The government also maintains several 
very large hospitals for mental diseases. Generally 
speaking, the care of mental disorders has been a 
state responsibility and nearly five-hundred state 
hospitals are operated to care for such a service. 
Patients suffering with tuberculosis are frequently 
given care in state or county institutions. The gov- 
ernment also maintains a number of large general 
hospitals. County and city hospitals supply most 
of the care for emergencies arising from accidents 
and sudden onset of disease, and they likewise 
supply most of the care given to so-called in- 
digent patients, which include patients with funds 
insufficient to provide hospital care without public 
assistance. 


Last year, more than 3% million patients were 
handled in public hospitals, with an average daily 
census of eight-hundred thirty-two thousand. 
Five-hundred two of these hospitals, about 16.7 per 
cent, are members of the Association, and two- 
hundred twenty-eight administrators of public 
hospitals are personal members. One-hundred 
ninety-eight administrators of public hospitals 
were in attendance at the last convention of this 
Association. The superintendents of these public 
hospitals include many physicians, perhaps, pro- 
portionately the largest number of physicians in 
any group; graduate nurses; men trained in busi- 
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ness; lawyers; engineers and others. Thirty-three 
per cent of all hospital administrators are physi- 
cians and the majority of public hospitals are in 
charge of physician superintendents. 


Purposes of the American Hospital Association 


This is the Forty-fourth Annual Convention of 
the American Hospital Association. In the earlier 
years it was an association of hospital superintend- 
ents, but more recently it has become, largely, an 
association of hospitals. During all of its years of 
usefulness it has been devoted to the promotion 
of the welfare of the people through the de- 
velopment of hospitals and out-patient service. 
To assist in such promotion it has encouraged pro- 
fessional education and scientific research; given 
aid to the effort to educate the public in health and 
hospital matters. It has cooperated with all others 
whose purposes are the same and has given aid 
and assistance to promote the efficiency in hos- 
pitals. Membership includes all types of hospitals; 
personal members of long standing continue, but 
new personal membership may not be extended 
except to superintendents of public hospitals 
which, because of legal restrictions, are prevented 
from becoming active institutional members. 


The Public Hospital Administrator’s Lack of 
Interest in the A. H. A. 


From a long period of observation and personal 
contacts with superintendents, it can be concluded 
that there is lack of general interest among pub- 
lic hospital administrators in the Association and 
its activities. Such a statement would of neces- 
sity require modification, but in support, less 
than one-hundred ninety attended the last con- 
vention held in the center of the most populous 
area of this country. Less than one in six of the 
superintendents of public hospitals are members, 
even though the way is provided for full member- 
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ship in spite of difficulties in the way of the hos- 
pitals becoming institutional members. A careful 
review of the program of several conventions does 
not justify this lack of interest, even though in the 
programs for the past many years subjects are 
discussed, usually very critical of the administra- 
tion of public hospitals and often it is delicately 
pointed out that only the politically minded can 
hang on to such jobs. Critics have gleefully re- 
ferred to the sordid filth, lack of linen, shortage 
of nursing care, evidences of political taint and cor- 
rupt practices found in certain public hospitals. 
It is possible that some conscientious superintend- 
ent might feel that his time could be better served 
at home tending to his own knitting than to writhe 
under the general indictment too frequently made. 

It has been said, also, that the sections devote 
themselves almost exclusively to the administra- 
tive aspects of the private hospital without taking 
into account the possibilities and advantages or the 
disadvantages of centralized control, centralized 
purchasing for several hospitals, public health and 
allied activities very common to public hospitals. 


Civil Service in Public Hospitals 


For several years, personnel administration in 
public institutions has been greatly modified by 
the inclusion under the civil service of thousands 
of employees. While civil service systems have 
their critics, experts draw attention to the public 
hospitals and assert that such personnel system 
is in an extremely favorable position to influence 
the selection of employees and to be influenced in 
turn by present day practices in hospital manage- 
ment. The public hospital will of necessity become 
an agency to determine standards which it wishes 
to maintain, while the civil service administration 
must be the medium through which those stan- 
dards are supplied and through which are inte- 
grated the general policies covering the operation 
generally of the career service system. To this end 
the public hospital will be a factor for community 
betterment and will merit the confidence of the 
public which it deserves. 


Association Attitudes and Implications Should be 
Extended to Include All Hospitals 


There appears to be many subjects for discus- 
sion in which mutual benefit can come, provided 
the Association in its attitudes and implications 
does not set itself up as an association for only 
private or voluntary hospitals. It may have 
been guilty, quite unconsciously, of such an atti- 
tude. If such be true, a casual glimpse into the 
future might convince the most sceptical that a 
disordered, unconventional, disjointed world will 
greet the hospitals as we clear away the debris of 
destruction to look into the dawn of peace. The 
public hospital may become the most important 
medium through which the majority of our people 


March 1943 








will receive hospital care in the future. With sub- 
sidies, contracts with the government, public aid 
in the building and organization of new hospitals, 
even though the administration may be allowed 
to remain in private hands, it might be difficult 
to find really what constitutes voluntary hospitals 
in the confusion that will result. The administra- 
tor of the public hospital may make a contribution 
to such a determination, and in turn he will do 
well to draw from the experiences of this Associa- 
tion as we all struggle to find our own places in the 
future. 
Balancing Convention Programs 


The convention and its set program is only a 
part of a valuable, continuing contribution; it 
brings to the platform the best thinkers and the 
best thought for benefit of the membership, and 
permits a personal contact and an exchange of 
ideas not provided for in any other manner. Papers 
prepared for the convention program should be 
well balanced with presentations from opposite 
positions; the subjects discussed and the manner 
of discussion should stimulate interest and invite 
the participation by all in attendance; they should 
not be prepared entirely for the small hospital, the 
large hospital, the public hospital, nor the teaching 
hospital, but rather from the standpoint of all hos- 
pitals. A review of the papers that have been 
given at the conventions for several years, shows 
one or more each year that dwells at length on 
such subjects as “Politics Pollute Public Hos- 
pitals.” The papers are well written, factual in 
content and seem to draw the conclusion from a 
few horrible examples, that all public hospitals 
are badly managed, beset by corrupt politicians 
who interfere with the proper care of the patient. 


All superintendents of public hospitals are 
aware that these conditions do exist; they believe 
that such hospitals are comparatively few and are 
less common now than ever before; that they are 
the exception rather than the rule. However, there 
is a feeling among them that they are on the de- 
fensive and often times become the “whipping 
boy” for the time being, as they are labeled among 
the politicians and those who would corrupt the 
morals and morale of the common people. Should 
the sensitive ones object, they would do well to 
remember the splendid contributions made to the 
hospital field in recent years by several public 
hospital administrators. 


Hospital Administration Requirements 


Successful hospital administration requires spe- 
cial attitudes, aptitudes, and an extensive fund of 
knowledge of the basic principles of medicine, 
public health, nursing, social service, business, or- 
ganization, personnel management, labor relations, 
financing and accounting, purchasing, mechanical, 
electrical and sanitary engineering and other basic 
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information. The personal qualifications that are 
encountered only in the older professions are of 
equal importance to the administrator whether he 
is in charge of a public or a private hospital. He 
must know the significance and the implications 
of all activities undertaken, even though he cannot 
know intimately the details of every procedure. 
There must be vital concern as to the intelligent 
handling of public relations. On the one hand, his 
contact is often with the politician, or with a 
“Board,” the members of which are elected by the 
people or by their immediate representatives, 
rather than by a small corporate group who elect 
the trustees of private institutions. He is finally 
and vitally concerned with the manner in which 
the hospital functions; the manner in which it 
supplies the services for which it is financed and 
operated. 


Politics and Public Hospitals 


Politics and the public hospitals have long been 
almost synonymous terms. There are evils as well 
as benefits resulting from the relations of politics 
to the administration of the public hospital. The 
word “politics” is usually defined as the form or 
method of the government of a nation, city, state, 
or other unit of civil life. Conventionally, politics 
refers to the science of civil government, or to 
political affairs in a party sense, or to govern- 
mental affairs in an individual sense. Thus, a 
politician is one engaged in politics. As one sees 
political activity in every day life, there are apt 
to be divergent views concerning it, whether one 
feels that the political ends have been worthy and 
in the interest of community values, worthy as 
hospital values, or whether destructive and harm- 
ful to public service. The true politician is one 
who seeks to serve the community through his 
political party; or, he is one who seeks to serve 
his political party through the community; or, one 
who seeks to serve himself through his political 
party and through the community. His activities 
may be reflected in good hospital service and 
worthy community service; he may become a leader 
and interpreter of public opinion, maintain his 
position not through the spoils system but through 
his understanding of the people and their needs. 
He is usually not pictured as such. 


The damage to hospitals and the danger that al- 
ways threatens them from vicious operation of 
politics usually arises at the hands of persons who 
have been placed in office, and who at the time of 
entrance into office are empowered to make deci- 
sions vital to their administration without back- 
ground or without knowledge to guide them, and 
who go out of office before they have had the op- 
portunity to learn or have been able to learn 
the basic principles involved. Decisions under 
such conditions are only justified by expediency 
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or because of advice given, much of which may be 
prompted by personal ambition or to serve per- 
sonal ends. 

Public Hospitals Are Well Administered 


In spite of statements to the contrary and hor- 
rible examples toward which the finger of suspi- 
cion and condemnation may always be pointed, 
I am convinced that in the main, public hospitals 
are well administered and the standard of medical 
care supplied to the patient will compare favor- 
ably with reasonable standards for similar care 
supplied in private hospitals. The damage that 
comes from filling positions through political pat- 
ronage; appointment of staff members without full 
qualification or professional fitness is greatly offset 
by the gradual extension of the career system by 
which, in very many public institutions, the stan- 
dards of fitness are set and guides the selection 
only after examination of most of the personnel 
employed. Large turnover and mass discharges no 
longer obtain, but have been replaced by, ex- 
tended periods of employment, participation in 
retirement plans, opportunities for promotion with 
all the advantages of a career in public service. 

Public hospital superintendents are actually 
aware of popular opinion and are anxious to assist 
in the struggle to make the public hospital worthy 
of the full confidence of a discerning public. They 
well know that it is not unusual for a form of 
“politics” to creep into the directorates of private 
hospitals. Brisbane, the efficient superintendent of a 
private hospital, writes well of “Hospital Thieves 
We Have Known,” but makes it plain that stealing 
and embezzlement are not more common in well 
run hospitals than in other types of business activ- 
ities. He speaks of financial embarrassment of 
some hospitals because of the constant financial 
drain, when some of the men on hospital boards 
use their influence to secure certain commodities 
in whose sale they may be interested and which 
must be purchased through definite sources with- 
out choice of competitive price. This holds true in 
business concerns outside the hospital field when 
directorships are eagerly sought after by promi- 
nent persons in various industries for the very 
purpose of using such positions to return benefits 
to their own advantage. 


Purchasing in Public Hospitals 

When hospitals are required to buy without 
benefit of competition from the firm on the “in- 
side” and go on paying higher prices to the firm 
represented by a trustee, such practice is dishonest 
whether it is for a private or a public hospital. When 
the management is consistently prevented from 
taking advantage of the market, and barred from 
getting cheaper rates from competitors in order 
that someone’s nest might be feathered, is no less 
inexcusable if he represents a private rather than 
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a public hospital. One political boss brought pres- 
sure to bear through board members in a certain 
city, including direct threats to “get” the superin- 
tendent’s job unless milk was taken from a dairy 
whose product came from unsanitary and unin- 
spected farms in the countryside. These practices 
are less and less common either in public or pri- 
vate hospitals and neither type of hospital should 
be condemned, but ‘public assistance given so that 
such practices shall be abolished. 


The Staff of Public Hospitals 


Public hospitals have advantage in their opera- 
tions. With increasing frequency they are staffed 
by persons qualified by appointment after exami- 
nation and investigation. The term of office, pay 
and grade are defined by statute and regulation 
and their position in the organization depends 
more and more on performance rather than polit- 
ical pressure and influence. There are certain dis- 
advantages, but many expert studies justify the 
continued expansion of the civil service system, 
for no way has been found by private hospitals to 
secure the advantage of better standards of skill, 
increasingly frequent in public hospitals. Less 
frequent turnover, greater contentment, retire- 
ment of personnel and other benefits are goals long 
sought for by private hospitals, but becoming 
more common in hospitals operated under public 
direction. 

It appears evident that there are so many things 
in common that no distinction can be found be- 
tween the basic principles involved in the adminis- 
tration of public and private hospitals. Their ad- 
ministrative functions do not differ greatly; they 
have one common interest, the operation for the 
purpose of rendering an efficient service under the 
conditions found in the community. It is generally 
agreed that a predatory political machine in any 
form of organization regradless of the protection 
of a non-partisan board, can be so harmful as to 
even destroy a good hospital. Public hospitals, 
and for that matter private hospitals as well, main- 
tain the type of hospital service and lend aid to 
progress only according to the ideals and wishes 
of the people. In the interest of efficiency in public 
hospitals, progress can only come from educating 
the constituency so that it be instantly aroused if 
there be exploitation by any predatory interest 
or departure from acceptable standards of public 
service. It should be recognized that benign poli- 
tics demand that the care of sick with funds, or- 
ganization and personnel sufficient to provide it, 
is a mark of satisfaction to the voter. 


The Efforts of the A. H. A. to Interest the Ad- 
ministrators of Public Hospitals 


The American Hospital Association has made 
efforts to interest the superintendent of the public 
hospital. He should be deeply concerned with it 
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for the service it renders; his attendance at the 
annual convention should be constant for it pro- 
vides a common ground where comparisons and 
experiences are made with his equals; he may 
participate in an educational opportunity without 
which he cannot hope to do his best in his own job. 
Here he may defend his ideals and assist in de- 
stroying misconceptions, and it offers an oppor- 
tunity for understanding not always found among 
superintendents of private hospitals. He should 
present papers, carefully prepared, and he should 
take opportunity to assist in formulating the pro- 
grams. His problems of purchasing, nursing serv- 
ice, social service, staff administration and many 
others are not different than those of his conferees. 
He has the same responsibility as have they to 
record his views, assimilate new ideas and find 
new ways as he assists to better hospital operation 
and administration. 

Much may be done to stimulate interest on the 
part of public hospital superintendents who were 
never before concerned; to maintain lagging in- 
terest; and to provide a common ground for mu- 
tual benefit. A section now provided offers a long 
awaited opportunity where special problems in 
public hospitals may find solution. This should ap- 
peal to them as their own forum. In the past, the 
public hospital superintendent may have been “set 
apart” at times, as he has felt that the term “hos- 
pitals” not infrequently refers to “private” or 
“voluntary” and did not always include the public 
hospital. He may require special encouragement, 
particularly when large state, county and city 
groups have their interest stimulated and revived 
by an educational effort directed toward their 
governing boards. Such an approach is not un- 
usual and has been used often by other organiza- 
tons in related fields. Within a comparatively 
limited governmental area, the administration of 
Federal hospitals is found. A problem of selective 
education among the responsible heads of bureaus 
and administrative departments might easily ac- 
tivate these great Federal institutions. Good sense 
and friendliness, rather than criticism and mis- 
understanding, would guide the contact. 


In Conclusion 

1 Public hospital superintendents are not inter- 
ested generally in the American Hospital Associa- 
tion and its program. 

2 They lose much by such an attitude; they 
should have much to offer for the common good 
of hospitals. 

3 The increasingly important position occupied 
by the public hospitals of the future, justifies a 
special effort to secure their interest. 

4 In general, it is their own fault for lack of 
interest; but such must be shared by the Asso- 
ciation. 
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The Need for a Strong State Program 


In Public Education 


FLORENCE KING 


education is a fairly recent one. In its earliest 

days, the hospital limited its activities to the 
bedside care of the sick. Then came research and 
the education of nurses and interns—and finally 
the importance of its function in the field of public 
education was recognized. 


T= ROLE OF THE HOSPITAL in the realm of public 


For many years hospitals, under the veil of pro- 
fessional dignity, remained aloof from the “hoi 
polloi;” they liked to feel themselves set apart in 
their role of ministers of mercy. But with the ad- 
vent of the 1932 depression they began to see the 
fallacy of their detachment. When things sail 
along smoothly, we like to move on our own pow- 
er; but when we get into a tight place, we sud- 
denly decide to share our difficulties and thereby 
enjoy the sympathetic understanding thus engen- 
dered. So it was with the hospitals which, needing 
not only financial aid but the friendly understand- 
ing of the public as well, finally acknowledged the 
fact that, in the final analysis it was the public who 
supported the hospitals, the public should know 
something about the institutions they were financ- 
ing. 

Once we started airing our troubles, we found 
a most receptive audience. We found it not only 
idly curious but most intelligently interested as 
well. The publicity director, always searching for 
human interest stories, soon found the hospital 
catapulted into the role of the country’s Human 
Interest Story Number One. 


Hospital people are accused of “talking shop” at 
every social gathering. But whose fault is this? 
The minute guests at a dinner party find out that 
one of their number has some hospital affiliation 
or interest, all conversation is turned toward him. 
The coal merchant or the shoe manufacturer can 
eat in silence; the hospital representative must 
perforce take the center of the stage and explain 
or defend hospitals, listen to a recital of everyone’s 
experiences and answer questions, intelligent or 
otherwise. 
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With the public so eager to imbibe information, 
the hospitals were quick to supply it. After finding 
so fertile a field for the implantation of the seeds 
of information, they became tireless tillers of the 
soil. But in their enthusiasm they did not always 
sow the right kind of seed. 


Hospital News Bulletins 


The first thing many of us did was to issue hospi- 
tal bulletins describing our excellent x-ray equip- 
ment, exhibiting our comely student nurses and 
showing a delectable dinner tray, in the hope that 
this would lure the better families to our doors 
and imbue them with the idea of leaving the hos- 
pital a fat-sized legacy. We did not fall quite so 
low as to offer bigger and better operations, nor 
did we employ barkers to shout, “Step this way to 
the city’s finest hospital!” But we were short-sight- 
ed and selfish and, while doing what we conscien- 
tiously thought was right, we actually went in for 
advertising which, to salve our consciences, we 
called “public education.” 


Americans boast that we call a spade a spade. 
But do we? Are we not guilty of being what we 
might call “vocabulary dodgers?” Our grand- 
mothers would have been caught dead before they 
called a limb a leg. Few people use the word 
“breakfast.” They prefer to murmur something 
about “just a cup of coffee,” which in reality is 
usually a good square meal. Today it requires the 
courage of a rugged individualist to say “stock- 
ings,” instead of using that far fancier and cer- 
tainly more expensive-sounding word, “hose.” 


So, while the words “public relations” and “pub- 


lic education” sifted into our hospital terminology, 
we were using them for what, had we been honest, 
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would have been called advertising. With half our 
hospital beds empty and with huge deficits facing 
us, we started in desperation to copy business and 
use the medium of competitive advertising, though 
never were we so base as to use that word. While 
we prated about public education, our efforts as- 
sumed the nature of cut-throat advertising and fell 
short of anything educational. The great majority 
of us, trained as hospital administrators and not as 
advertising managers, promoted petty and lop- 
sided publicity programs which centered all inter- 
est on our individual institutions and usually 
sought financial benefit therefor. 


Interesting Potential Donors 


We soon saw that, while legacies and bequests 
were certainly needed for our institutions, if we 
limited our efforts to appeals to wealthy poten- 
tial donors, a minority group, we were losing sight 
of the thousands of other citizens in our commu- 
nity whose friendly interest and kindly support 
were equally needed. We also learned to discard 
the idea that so many inches of space in the local 
newspaper telling that Mrs. So-and-So had recov- 
ered from her appendectomy at our hospital fos- 
tered a public education program. 

Eventually, we observed the trend in commer- 
cial advertising and found it saying less and less 
about purchase and devoting more and more space 
to general information for a public that was eager 
to assimilate it. A glance through any magazine 
will show that manufacturers are stressing the 
ultimate benefits derived from use of their product 
rather than thrusting the product itself upon the 
public. Nowadays advertisers of food products 
stress the science of nutrition and the health bene- 
fits obtained through good food habits but make 
little mention of the item they are trying to sell. 
We are all familiar with the advertising policy of 
one of the foremost insurance companies which, 
though it is one of the largest purchasers of ad- 
vertising space in our leading periodicals, never 
makes a direct appeal to anyone to buy insurance. 
Instead it devotes all its advertising space to the 
prevention and cure of disease. Other firms have 
adopted a similar policy and at last hospitals, 
which would have been shocked at the use of the 
word “advertising,” have stopped their so-called 
peddling of wares and bickering for the highest 
bidders in legacies and are keeping step with their 
industrial brothers in the field of public education. 


Once the individual hospital became aware of 
its own inadequacy as a publicity medium and 
sought intelligent assistance from the proper 
source, its public education programs became 
worthy of the name. First came the admission by 
the average hospital administrator that, though he 
might excel in administering his institution, it 
did not necessarily follow that he was an educator 
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and a publicity man. He needed expert help. But 
what hospital could afford to employ the right 
type of person to do this important job? 


The State-Wide Program 


The answer is found in the formation of a state- 
wide program financed and directed by the state 
hospital association. Just as many years ago hos- 
pitals found they could solve their individual prob- 
lems better by banding together and forming state 
associations, so today they are finding it wise to 
pool their resources for the establishment of a 
state-wide program in public education. After the 
trial and error period, when individual attempts 
at public education had simmered down to cheap 
advertising and often resulted in unfriendly com- 
petition, the hospitals found cohesive thought es- 
sential. They finally admitted that an intelligently 
conducted state-wide program would eliminate the 
pettiness of individual effort and give the program 
dignity and breadth. 

Indeed, throwing the program of public educa- 
tion into the lap of the state organization has in 
many instances justified the state association’s ex- 
istence and given it a goal to achieve. Many a state 
hospital association has existed without any pur- 
pose or vision. It has merely collected dues, elected 
officers, purchased elaborate letterheads and, after 
a poorly attended breakfast meeting held during 
the national convention, adjourned until the fol- 
lowing year, considering its mission in the hospital 
field fulfilled. A wide-awake program in public 
education may drag such an association out of the 
doldrums and give it an impetus to serve its mem- 
ber hospitals. 

The state association has long recognized its ob- 
ligation to secure legislation helpful to the hospi- 
tals, but in that respect it put the cart before the 
horse. Had the public education program come 
first, laws favoring hospitals would not have been 
difficult to obtain, for once the voter has been edu- 
cated to appreciate and know the hospital, his 
ballot will reflect his sympathetic interest and un- 
derstanding of its problems. 

The state organization can through its treasury 
pay the salary of a qualified publicity director and 
finance the publication of a bulletin which carries 
a message of an educational nature and will not 
be limited to newsy bits about Nurse Smith mar- 
rying Intern Jones. A specialist in public education 
will maintain an unbiased over-all view of the 
state situation and furnish hospital trustees, public 
officials and socially-minded citizens with those 
pertinent facts to which they, as supporters of the 
hospital, are entitled. He will not forget that it is 
“we, the people” who pay the bills in all our hos- 
pitals—voluntary or tax-supported. 

Someone may ask, “Why not utilize the resourc- 
es of the Blue Cross Plan for the dissemination of 
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this information?” May I give my personal answer 
and beg your indulgence while I refer to my own 
state? In Missouri we look upon the Blue Cross 
Plan as a younger brother who has made good 
and has more change in his pockets than the rest 
of the hospital family. But very definitely we con- 
sider him part of our family group and look to 
him, as the more affluent member of the family, 
for help. He needs us and we need him and we do 
not even ask him to assist us. We know that his 
resources are at our disposal and that the advan- 
tage of his state-wide activities are ours. He has 
proven our best buddy in our National Hospital 
Day observance, which has constituted our major 
public educational project thus far. The Plan, 
knowing that it benefits too, has given generously 
of funds and the service of its office personnel. In 
Missouri we just take it for granted that we unite 
our efforts and enjoy the advantage of the assis- 
tance that the Blue Cross Plan, by virtue of its 
large organizations and financial superiority, can 
give its poor relations. 


We know also that its representatives, while 
serving the majority of the hospitals in the state, 
can feel the pulse of public opinion and interest 
in a field far broader than that which any indi- 
vidual hospital serves. We know also that the Blue 
Cross Plan must gather data for the furtherance 
of its own organization. Duplication of effort would 
result if the state association were to seek this 
same information for distribution to its members. 
So it is only reasonable and economical for the 
two organizations to dovetail their activities and 
work together for the benefit of all the member 
hospitals. 


If we agree that the individual hospital is not 
endowed with professional skill or financial re- 
sources to conduct its own program of public edu- 
cation and that a state-wide program directed 
through the correlated efforts of the state hospital 
association and the Blue Cross Plan is more desira- 
able, we must now consider the type of individual 
to do the job. He should be someone tried and test- 
ed in public relations and publicity—not one who 
has a friend on some newspaper or who knows 
the receptionist at a large radio station. Nor should 
he be a broken-down newspaper man who was a 
fizzle at his former job. He must have vision and a 
good eye for popular appeal, and be that sort of 
genius who can catch the public’s interest and yet 
avoid the sensational. He must use up-to-the-min- 
ute tricks of journalism and still not violate hos- 
pital ethics. Every detail must be authentic or 
criticism is bound to arise. 

I have in mind a set of attractive photographs 
prepared for a National Hospital Day exhibit. The 
subject material was excellent and the photogra- 
phy beautiful. But the nurses caring for newborn 
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infants were pictured without masks and visitors 
with little children at their side were shown lean- 
ing over the bassinets in the nursery. The pictures 
were lovely from an artistic standpoint but im- 
mediately the hospital'in which they were taken 
was the target of criticism. 


Anticipating Public Reaction 


The public education director must with long- 
range vision anticipate the reactions of every 
group that will be reached by his publicity. May 
I cite my own experience as a horrible example 
of the violation of this principle? For National 
Hospital Day this past year I arranged for several 
feature articles in our local newspapers, one of 
which appeared in the form of an interview which 
a popular feature writer had with me. Our hos- 
pitals were at that time beginning to feel the 
acuteness of the dearth of personnel and I was 
most dramatic in pleading with the public for con- 
sideration. As a final flourish I dwelt on the dif- 
ficulty encountered in caring for flowers in the 
hospital, commenting on the time spent in carry- 
ing them back and forth, cutting stems and 
changing water. I even went so far as to picture 
a nurse slipping on a fallen rose petal and suffer- 
ing a fracture. 

I was quite pleased with myself and felt deep 
down in my heart that I was becoming the hos- 
pital’s gift to journalism. Soon I was to know the 
true import of “Pride goeth before a fall.” And 
great was the fall thereof. I was deluged with pro- 
tests from florists, denouncing me for trying to 
ruin their business. One letter from Texas in- 
formed me that the wrath of the florists down 
there was nothing compared to that of those in 
California who considered me no less than a public 
nuisance. 

In my innocent enthusiasm to appeal to the 
public to save a little work for the nurses, I had 
unwittingly offended a group of people for whom 
we all have the highest respect. I learned then and 
there my own shortcomings in publicity work. 

A short time later I attended a meeting in an- 
other city where an earnest hospital administrator, 
eager to recruit student nurses, advocated what 
amounted to nothing short of exploitation of the 
student nurse as a cheap substitute for the salaried 
graduate and overlooked entirely the educational 
advantages offered the student in the recognized 
school of nursing today. In making an impressive 
appeal to an intelligent audience, he presented a 
picture diametrically opposite the plane to which 
nursing education has long since been raised. 

He and I, and perhaps you and you, had better 
look to an expert publicity director for guidance 
from now on if we expect to go far in the field of 
public education. 
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Advocating a state-wide program does not neces- 
sarily imply that local programs are to be frowned 
upon. The intimacy and personal appeal of a local 
program can be of distinct value in order that local 
needs will be met, local customs respected and 
local situations improved. But, if a local program 
is developed by the hospitals and health agencies 
in a particular area, it should be under the general 
supervision of the state director. 


Publicity Media—Local and State-Wide 

The two sections of the program (local and 

state-wide) may well use the same publicity me- 
dia, the most important of which are: 

1 Newspapers and Radio—news stories and fea- 
ture material, with concentration at the pres- 
ent time on war activities of hospitals, such 
as the training of nurses’ aides, recruiting of 
student nurses, establishment of casualty 
clearing stations, etc. 

2 Service Clubs— (Rotary, Kiwanis, Zonta, Sor- 
optimists, etc) provide first rate speakers for 
their meetings and activities and keep them 
informed of the hospitals’ progress and devel- 
opment. 

In St. Louis, the Rotary Club has been 
taught to appreciate the needs for increased 
enrollment in our schools of nursing. As a 
result, the Rotarians have established a sub- 
stantial fund to give financial assistance to 
worthy young women who without such as- 
sistance could not enter our schools. The Sor- 
optimist Club of St. Louis has given one hos- 
pital $1000 to endow a child’s bed and $500 to 
another hospital for equipment. Both these 
clubs, as well as others which have contrib- 
uted money and service to our hospitals, have 
first been given intelligent information re- 
garding needs and then contributed wisely. 

3 Schools—speakers for faculty meetings, stu- 
dent assemblies, Parent-Teacher Association 
meetings. Tours of hospitals by students to in- 
form them of the hospital’s problems, opera- 
tion and activities. Close association between 
nursing schools and high schools and colleges 
in the area may result in increased enrollment 
of student nurses. 

4 House Organs of industrial organizations, 
church newspapers, magazines, bulletins. Also 
the publications of various groups and associa- 
tions in the state, such as Farm Bureau news- 
papers. 

) Distribution of Printed Material—Distribu- 
tion of news of interest about hospitals by 
the telephone company, utilities, department 
Stores, banks, civic organizations and by the 
hospitals, either by mail or by placing the 
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folders in receptacles in public places, may 
prove a good publicity medium. 

6 Cooperation with Medical Societies and other 

allied health groups in their various programs. 

7 Use of Motion Pictures of an educational na- 

ture which are made available by the Amer- 
ican College of Surgeons, the American Hos- 
pital Association, the Hospital Service Plan 
Commission and other organizations. 

Few of us are endowed with the gift of proph- 
esy. We cannot foretell the changes that will af- 
fect our hospitals during the war and post-war 
periods. But all of us can see the handwriting on 
the wall. The Government plan for income taxa- 
tion alone will seriously affect us. Other changes 
are coming which we may or may not like, but 
come they will. Our hospitals (both voluntary and 
tax supported) must lend themselves to a program 
of greater and perhaps more difficult service and 
must through an educational campaign prepare 
the public to accept as a privilege its share of 
making that greater service possible. Only through 
an enlightened public can this be accomplished 
and it is up to us to do the enlightening. 

I read an article recently by Robert Keith 
Leavitt, entitled, “What We Don’t Know Can Hurt 
Us,” in which he states “Half-baked thinking can 
ruin the nation. Get the facts—and think straight 
—before you talk.” Then he proceeds to say, 


“What one man doesn’t know may hurt you, 
for it can hurt us all. His voice forms a part 
of public opinion. His gripe—though it is that 
of a minority—has weight with timorous Con- 
gressmen, jittery in an election year. His ob- 
jections, founded on ignorance, can hold back 
the effort of the nation—perhaps by just that 

narrow margin we will need some day in a 

moment of crisis. Public opinion shapes Amer- 

ican policy in these things, opinion expressed 
not merely at the polls but millions of times 

a day in every corner of the land. And that 

means your opinion and mine and those of all 

our 130,000,000 fellow Americans. Our opinion 
molds that of Congress, of the Administration, 
of the General Staff itself... . So our opinion 
had better be sound, for our lives’ sake. Mis- 
informed public opinion can misguide a nation 
just as fallacious personal opinion can mislead 
aman. It’s time we started to master the facts 
of the case. What we don’t know can ruin us. 

What we do—if we have the good sense to use 

it—can make us victors and leaders in a better 

world.” 

Every word of this applies to the hospital field. 
Let us make sure we have a worth-while message 
and tell it through the proper channel. And let 
that proper channel be a strong state program in 
public education. 
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Procurement of Hospital and Medical Supplies 


COLONEL C. F. SHOOK, MEDICAL CORPS, U.S.A. 


mination of World War I we started to plan for 

the next war. We did, and today we are thank- 
ful for that study. Back in 1920, when the National 
Defense Act was passed by our Congress, provi- 
sion was made whereby we would start planning 
for the next emergency. 

In 1922, we started the planning in the Medical 
Department and, by 1924, an Army Industrial 
College was opened, where they started to teach 
industry to members of the Army, Navy and Ma- 
rine Corps. 

I was with the Air Corps until 1933 when I 
came into the Medical Supply Division. My train- 
ing consisted of seeing how a depot is run, learning 
how to procure supplies, and visiting all the major 
industries that have to do with those supplies. I 
started at that time to specialize, because I could 
see that something was in the wind. 


Events of 1932 Made War Inevitable 


You can remember back in 1932, when the Japa- 
nese went into Korea and the Germans into the 
Saar Basin, we know in Washington that war was 
inevitable. We in the Surgeon General’s Office 
knew we better start planning. How to go back, 
enlarging our field of experience, that was my 
job. I think it would be interesting to show you 
just exactly how we have used those plans, today. 


| MAY SEEM STRANGE that two years after the ter- 


' Chemicals 


We know it to be a fact that there is no problem 
in securing tablets, ointments or liquids required 
in the pharmacy, providing the raw material is 
made available. With the exception of the sulfa- 
nilamide group, almost all chemicals are now 
available in the United States. But we were de- 
pendent upon the southern Pacific area for our 
quinine, upon China for nut oil and for tannic acid. 
We could continue all around the globe naming 
sources of different chemicals. We are not a self- 
sufficient nation . . . never have been, and never 
will be. We have encouraged the development of 
synthetics and substitutes, so that I feel safe in 
saying that no patient today is suffering due to 
lack of drugs or chemicals. We have ample capac- 
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ity in this nation for the production of pharma- 
ceuticals, providing we have the raw material. 


Surgical Dressings 


For surgical dressings, the War Production 
Board has set up a Textile Division and they have, 
along with us, made a complete study of our re- 
quirements. As you know, today, our Allies are 
taking large textiles from this country. But, on 
the other hand, the War Production Board is rec- 
ognizing the need of surgical dressings and, there- 
fore, looms have been taken off of shirting and 
similar materials. The result is we feel satisfied 
that the requirements for surgical dressings will 
be satisfactory for this nation. 


Surgical Instruments and Appliances 


We get into our third class of medical supplies, 
which we call the surgical instruments and appli- 
ances. We recognize the fact that about eighty-five 
per cent of all surgical instruments, prior to 1914, 
came from Germany, Sweden, France and Eng- 
land. But, in that short period from 1914 to 1917, 
we developed a very fine industry in this country 
and we became fairly independent of the world. 
You know what happened after the war was over: 
Germany came back into the field so that only the 
stronger surgical instrument houses were able to 
weather the competition. 


In the Surgeon General’s Office we were able to 
assist in putting through the State Department a 
taxation or import duty. We were then able to 
protect the surgical instrument houses to some 
extent. About 1939, Germany was just about back 
to where she was before the War, due to the fact 
that she had taken care of her industry through 
loans and grants. But in 1939, when we first started 
this war effort in the Medical Department of the 
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Army, large contracts were placed with firms who 
had been manufacturing for us—with Internation- 
al Silverware, Reed and Barton and other silver- 
ware and jewelry houses, so that within six to 
nine months, we began to get a fairly good sur- 
gical instrument out of their production lines. 
Today, we are getting an extra good instrument 
which any surgeon would be proud to use. 

Due to planning, I do not believe you are going 
to have any difficulty securing the necessary sur- 
gical instruments. But, let me say this: you are 
going to have to economize, you are going to have 
to standardize upon those instruments which have 
been standardized and simplified by the Army and 
Navy. Let me show you why: 

Doctor J. of your staff has a pet type of forceps 
he has used it for years; he says: “I can’t do any- 
thing without it.” Among us doctors, there are 
some such tendencies; we have to have a certain 
type of instrument. Today, Doctor J. is going to 
have to take the instrument which has been passed 
by the leading surgeons of this country, namely, 
the Medical F Plan which the Army uses and a 
similar plan which the Navy uses. There is ade- 
quate equipment there for all types of operations. 
There are exceptions, it is true, when it comes to 
the work which is not done in the Army and Navy, 
namely, the treatment of women and children. 
Those types of instruments will have to be manu- 
factured to some extent by our surgical instru- 
ment houses. 


Where 85 Per Cent of Surgical Instruments Go 


Today, eighty-five per cent of the surgical in- 
struments are going into military, navy and inter- 
national aid requirements; other items we carry 
in our surgical appliance equipment. We have a 
bottleneck in hypodermic needles. There it is due 
to the brass that is used in the hub, which is re- 
quired for the manufacture of shells. Our larger 
concerns are lucky if they have one week’s supply 
of brass ahead. 


Today, we are working on a substitute. We tried 
out plastic material, it may work; we have other 
means that we are trying out, which may help a 
lot. We still have a stainless steel component of 
nickel steel; that, too, goes into the manufacture 
of tanks, so we are having trouble hanging on to 
that. 

On surgical needles, there should be no problem; 
we have ample capacity in this country to take 
care of our needs. When it comes to hypodermics, 
syringes, laboratory glassware, the productive ca- 
pacity is ample in this country. I doubt if you will 
ever have much trouble. 


Dental Supplies 


Yes, there is a bottleneck in dental supplies, due 


March 1943 


chiefly to the increasing demands of the military 
forces. Many of these men we are treating in the 
Army and Navy never had adequate service. To- 
day, we have dentists on three shifts; soldiers are 
answering calls at three o’clock in the morning to 
get their dental work done, just to get them in 
shape for overseas duty. We are economizing by 
using the same machines with three shifts, but 
still we have not enough equipment and supplies 
for the dental field. We hope to whip that in the 
near future. 
X-Ray Equipment 

You all know the x-ray situation. It takes a lot 
of very critical material. We have cut down by 
taking out all the fineness around the machine, 
the nickel chrome, anything that hasn’t a func- 
tional use. 


The Use of White Enamel 


For hospital equipment, we have gone back to 
the old days of white enamel, which is considered 
as satisfactory as stainless steel. We have gone 
back to substitutions wherever possible. I think 
you have seen the equipment exhibited at this 
convention. It looks good . . . if it stands up three 
to five years, we are satisfied. At least we are get- 
ting what we absolutely need for the care of our 
soldiers. 

I feel as though we have a kindred spirit with 
you hospital superintendents, you have been strug- 
gling to maintain your hospital. You are dealing 
with practically the same types of equipment that 
we do. We have had to jump from 18,000 beds in 
this United States to close to 100,000, and we are 
going up next year. We are just like a small corner 
“Five and Ten” suddenly expanded into a Sears 
Roebuck. Our office, in the past, was lucky to 
spend $2,000,000. a year, including salaries; today 
we are spending $600,000,000. So you can see the 
job we have. When your head starts aching, realize 
we have the same trouble. 

But, let me say this: the civilian has always 
had a part in the Surgeon General’s Office. There 
is a little selfishness in that thought, that is this: 
When I want something in a hurry that they are 
not manufacturing for civilians, I cannot get it. 
You take your common supplies, if they are going 
through the mill and are being manufactured, 
there is nobody hurt if you take twenty-four 
hours’ production out of that line; but if we have 
to start from scratch and we take from civilians 
that production, it would take us from three 
months to nine months to get into production. 
That is a selfish angle, but you will find in the 
Medical Department of the War Department, doc- 
tors are being taken care of and we think we must 
take care of the doctor at home as well as our own 
duties to the men in the armed forces. 





Wartime Adjustment in the Hospital Kitchen 


MARY E. McKELVEY 


in Chicago in October 1940, laid stress upon 

making a survey of the conditions and needs 
for a future that was threatened to be drastically 
affected by the then European War. Yet at that 
time and for some time later the general institu- 
tion idea was—“It can’t happen here.” Now that it 
has happened here the great majority of us are 
facing a combination of conditions not existant 
heretofore at any time. The problems of adjust- 
ment in all phases of institution life are so inter- 
laced that it behooves each department to have 
a more complete knowledge of not only the needs 
but the problems facing his neighbor’s depart- 
ments as well as his own. 


Te National Restaurant Association Meeting 


Depletion of Trained Personnel 


The trained personnel has been so depleted in all 
units that the remnant left is not sufficient to train 
and direct adequately the untrained and in many 
cases illiterate and afflicted worker who replaces 
those gone into either military service or better 
paid industries. While it is now too late to attract 
those who are qualified to fill these vacancies, it is 
not too late to endeavor to retain those remaining 
who are not only well trained in, but familiar with 
the activities of the hospital. Salary adjustments 
should be made and a plan made to take care of 
the overtime of the monthly as well as hourly 
wage earner. 

It is no longer possible to “make up” overtime 
by giving “extra time” off to the monthly worker. 
His present attitude towards overtime is one of 
dissatisfaction and unhappiness, while he would 
gladly increase his earning capacity by working 
overtime just as the hourly worker does if he 
were paid for it in additional wage. This is a grave 
situation to face. Adjustment will be difficult but 
since this is the group who are bearing a great 
part of the burden of keeping the unit functioning 
it is only fair to make a just provision for them. 
No doubt it would be the means of retaining some 
of them in positions where they are sadly needed. 

In our hospital we pay the hourly wage earner 
the same wage for overtime that we do for reg- 
ular time. If we were not able to pay for over- 
time the workers in this group would not consider 
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working on “days off” or “overtime”; as it is with 
few exceptions we find they are glad to do it and 
for some weeks in the type of work covered by 
these workers it has been our salvation. 


As male workers became fewer, we have em- 
ployed women where possible. This has called for 
definite reorganization of jobs, as our kitchen was 
planned and equipped for men workers. We for- 
merly employed two women in our main kitchen, 
now we have six and in some instances, depending 
upon the individual worker, it has been an im- 
provement, not a hindrance. However, it is not 
possible to carry it further as it interferes with the 
flexibility of being able to shift workers to other 
vacancies, a problem that has become more acute 
as workers are more transient and less permanent 
in the length of service. 


Menu Adjustments 


Menu adjustments to meet the less skilled work- 
ers’ ability have been made. It is better to have a 
simple dish, well and attractively prepared and 
served than one of a complicated type a failure 
because the skill necessary for its successful prepa- 
ration and service was lacking. 


Training the New Employee 


The problem of training the new employee has 
got far beyond the point of control. We all know 
that he should be trained by the supervisor in 
charge, but when the problem is a continuous one 
of four or five new ones who stay perhaps a day 
or two, a long period now is two weeks and any- 
one in our hospital’s employ longer than three 
months is considered an “old employee,” we can- 
not train them as they should be trained. How- 
ever, well organized, explained routine cards are a 
great help if the employee can read. Almost all of 
the new workers who come to hospitals now, come 
because there is no place in industry for them 
due to physical affliction, illiteracy or old age. The 
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past summer one of our best workers was a boy 
of high school age, who was far more mature than 
age indicated. We should not let youth influence 
us to be skeptical or prejudiced, however, neither 
should we influence boys of this age to continue 
working instead of returning to school, but in some 
instances it is possible to use this group as week- 
end relief workers. 

At a time when we should conserve all effort and 
expend it only where it will bring our institution 
a three-fold return, we find ourselves frantically 
trying to cover from meal to meal and day to day. 
We are endeavoring to educate these new workers 
in sanitation, personal responsibility and integrity 
toward the unfortunates who are patients in our 
hospitals. We need not only the sympathetic un- 
derstanding of our hospital administrators but an 
active knowledge and counsel of just what consti- 
tutes the activities necessary before a tray is 
placed before a patient. Many hospitals have 
kitchens open all night as well as all day as food 
for night nurses and interns and nourishments for 
patients must be provided as well as the routine 
day time needs. They function seven days a week, 
they need supplies, yet often the hospital kitchen 
is hindered because supply deliveries are either 
late or wrong. Storerooms, too, have labor short- 
ages so unless the manpower is adequate there, a 
great loss in economic food preparation in the 
hospital kitchen results. 


It is quite apparent that the problem of person- 
nel has become one of the most vital of the many 
confronting administrators. Pot washers and 
kitchen helpers are important people in any insti- 
tution kitchen, yet too little do those who are unas- 
sociated with the work done by these workers real- 
ize it in employment bureaus. I feel that if a “job 
analysis” of each job were on file in this office, that 
it would aid materially in the selection of workers 
to meet the needs of units depending upon this 
service to carry on the activities of each depart- 
ment successfully. A need for an organization that 
would cover “week-end” and “holiday” workers’ 
absences has become acute, workers are absenting 
themselves more and more at these times. This 
office could supply information necessary to locate 
workers who are legitimately off duty but willing 
to help meet the emergency shortage by assisting 
in departments other than their own. 


Overtime 


While under normal conditions I do not advo- 
cate employees not having regular time off duty, 
the emergency is becoming so critical and the 
supply of workers so meager that “overtime” has 
been and will be necessary if hospitals are to be 
maintained. Though some departments are receiv- 
ing aid in tray service and feeding of helpless pa- 
tients by “volunteer” aid, I doubt if the prepara- 
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tion unit could depend upon this type of help to 
carry on the needed activities. 


The Equipment Problem 


Along with the problem of personnel we have 
our “equipment” problem to consider as well. With 
the shortage of manpower it would be a helpful 
thing to use more labor-saving machines, however, 
with supplies restricted by Government control 
this is beyond any consideration. We may as well 
discard any idea of new machinery for the dura- 
tion, therefore, it behooves us to make every pos- 
sible effort to maintain present equipment and 
postpone as long as possible that time when it will 
no longer be usable. We know that the life of 
equipment is prolonged and its time of service 
greatly enhanced in satisfaction if proper care is 
continuously given. In order to do this it is neces- 
sary to have intelligent employees who can be 
taught what to do, and who-have integrity and 
judgment as to the performance expected of ma- 
chinery. 

The Care of Equipment 


Cleanliness, thorough drying and regular oiling 
of all machinery with movable parts will add life 
to equipment. Mineral oil on such machines as 
vegetable dicers, food choppers and grinders will 
save the loss of many a dish, should it drop into 
the food, as it is tasteless, harmless and odorless. 


The motors and gears of “mixers” should be 
oiled and greased regularly, worn parts replaced, 
bowls ‘kept dry, whips hung on racks to prevent 
damage to wires, and at all times the machine 
should be started at low speed. Meats used in 
choppers and grinders must be free from bone, 
as a small bone will break the chopping or grind- 
ing knife, a replacement that is difficult to make 
at this time of steel shortage. 


Steamers of stainless steel interior should be 
well hosed and dried after use. If made of iron, 
paint once a year with “Waterlox” or aluminum 
paint mixed with water. See that gaskets are kept 
replaced and hinges clean and well oiled. 


Potato peelers should be thoroughly cleaned by 
hosing (if possible), scrubbing and drying. The 
motors should be greased and oiled, the revolving 
disk and liners replaced when needed and the ma- 
chine never overloaded. 


Sinks, metal tables, counters, and steam tables 
with soldered joints must be re-soldered at once 
when any break is detected. When made of stain- 
less steel the need for immaculate care is neces- 
sary to keep this type of equipment in top condi- 
tion. It must be cleaned throughout once a day 
with a scratchless powder or liquid, not steel wool, 
as scratches show very quickly on this highly pol- 
ished metal. If galvanized iron is used in any 
of this equipment it should be thoroughly dried 
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after each use as corrosion will quickly and surely 
destroy it if left damp. 


Conserving Cutlery 


With the shortage of cutlery, no knife should be 
discarded. It can be re-sharpened, re-pointed if 
broken, and in most cases a handle may be re- 
placed. While plastic knives for a few uses are 
coming into domestic use they have not been used 
to any extent institutionally as yet. 


Re-Plating Silver 

Any old silver that can be re-furbished, tines 
straightened or otherwise repaired, if re-plating is 
possible, should be re-claimed. There is no more 
re-plating on 18 per cent nickel base being done 
by manufacturers. At the present time a plain steel 
base is being used. This rusts badly so that silver 
must be washed and dried quickly; it cannot be 
allowed to stand in water or any other liquid. 


China 


Since some of the chemicals used in the process 
of decalcomania are becoming scarce, it would be 
well to obtain all china necessary for the duration 
very soon as there is a possibility of only plain, 
unadorned china being produced in any great 
amounts. 

Cooking Utensils 

Cooking utensils of aluminum, tin and steel are 
not being produced and most of the stock on hand 
has been put into use. Some enamelware is ob- 
tainable but due to its steel base the supply is 
limited, also enamelware has not endured hard 
usage well so has not had general use in hospitals. 


Containers 


Work on the perfection of unbreakable glass is 
being made, but is not perfected to the extent that 
it can be satisfactorily substituted for general use, 
then also the expense makes it one of the materials 
to be admired rather than used as a substitute. 
With conditions as they are it is unwise to discard 
even leaking containers. Mark them with a splash 
of bright colored enamel paint that will stand 
washing and use for storage of dry products. 
Lacquer lined tin cans, x-ray “developer” cans 
with close fitting covers, and frozen fruit cans 
make excellent storage containers for refrigerated 
foods or cereals; this will free aluminum covered 
containers for use on carts or delivery to other 
units. 

Gas and Electric Equipment 

Many utility companies furnish the services of 
maintenance men to check gas and electric equip- 
ment. This service is most valuable at any time, 
but doubly so now. Their judgment on replace- 
ment of needed parts is based upon the best per- 
formance of their representative equipment for 
least expense. They can relieve institutions of that 
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phase of attention. The general care is the hospi- 
tal’s problem. Gas stove tops, burners and ovens 
need to be cleaned daily. They should be washed 
with soap or a fat dissolving chemical if possible, 
then polished with steel wool, rinsed and thor- 
oughly dried. It is possible to have this done at 
the end of the day, when the stoves are cool. Often 
a student can be employed several hours each eve- 
ning to do this work; he must be trained, as gen- 
erally he would be working with no supervision. 
Electric ovens must be checked continuously by an 
electrician. The moisture from bakery products 
affects the wires and often wide variance in heat 
control will develop in a very short time, causing 
failure in the products produced by this unit. 


Importance of Manufacturer in Maintenance 


When a problem of care of any particular type 
machinery or utensil faces the user and there is 
the least doubt as to the correct procedure, always 
contact the manufacturer, do not resort to experi- 
mentation or “trial and error” method. Equipment 
firms are only too glad to give information and 
help in this manner at any time and many are 
making a definite point of advertising this service 
to users of their products to aid in keeping them 
in service as long as possible in this time of “no 
sale” for new equipment. 


Budget Adjustment 


In the problem of budget adjustment in war- 
time, we have the same principle of production of 
maximal nutritional values at minimum costs that 
we have in peacetime, with the addition of many 
factors not considered in normal times. It involves 
not only the purchasing, processing, and serving 
of food but the control of all the factors that are 
concerned with the food service. It is not possible 
at this time to either predict or advise what to use 
as food to substitute for other foods of higher 
price. Government control and freezing of certain 
foods has its share in this existing circumstance. 
The cost of sugar is not prohibitive, but the use of 
sugar substitutes, as corn syrup, and honey are, 
as their use definitely increases the ingredient 
cost of the product. The sensible attitude is to cut 
down the use of sugar, it can be done and yet a 
high food standard can be maintained. Less icings, 
soak evaporated fruits 24 to 36 hours and cook 
slowly with no added sugar, leave desserts that 
have extravagant amounts of sugar off the menu, 
and use all the fresh fruit possible. The one sub- 
stitute for sugar that I have found adequate, yet 
equally economic is the use of corn sugar in the 
same quantity as cane sugar formerly used in 
sweet dough and bread products made in our hos- 
pital bakery. Since we produce all these products 
used on our menus, it has been a means of conserv- 
ing about 200 lbs. of cane sugar per month. If 
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corn syrup is being used (we too were panicky in 
the beginning), it is less expensive bought by the 
barrel than by the one-gallon can. 


Meats 


With the meat rationing in view, an adjustment 
will be forced upon us. Fresh fish and sea foods 
are no longer inexpensive substitutes. Canned 
salmon, tuna, crab and shrimp are not only ex- 
pensive but not obtainable in amounts needed in 
large Institutions. Eggs and cheese have increased 
in price. Chicken is plentiful, but with the soaring 
of its price, roasting chicken have become a lux- 
ury, therefore when used, if the budget is to be 
in any balance, only dishes of an extended type 
are possible. When meat is served weighed por- 
tions may be a means of conservation and waste 
prevention. Some commercial cafeterias and res- 
taurants are weighing all meat portions served, 
however, this may create necessity for additional 
equipment. 


Soy Beans as Meat Protein Substitute 


Soy beans as meat protein substitutes can be 
used as luncheon dishes for baked beans, in vege- 
table casseroles and in soups, soy bean meal in 
meat loaf as a meat extender and flour in bread, 
muffins and cookies are other uses. At the present 
time, we have had difficulty in obtaining good 
quality of edible variety, however, producers re- 
port that the new crop will be available soon. 


Vegetables 


Vegetables and their preparation involve not 
only labor but skill in preparation. The fresh vege- 
table must be delivered, refrigerated, prepared, 
and served with minimum loss of the product it- 
self as well as of the nutrients which it contains. 
The great variance of nutritive value is due to the 
length of time of shortage and method of handling 
as well as cooking of this food. Do not peel pota- 
toes or other root vegetables far in advance in 
cooking. It is unwise to peel them a day ahead 
and allow them to stand in water over-night as 
mineral and vitamin content is lost. Baked and 
steamed potatoes with skins so well scrubbed that 
the skins are glistening, lose little of these precious 
body needs when served in this way. Cut carrots, 
parsnips, and other long vegetables lengthwise 
rather than slices and cubes, less nutrient is dis- 
solved. Cook vegetables in as little water as pos- 
sible, do not throw out what is used, gravies, soups 
and sauces are not only improved nutritiously but 
flavor as well is enhanced. Serve sections of head 
lettuce, rather than shredded, if vegetables for 
salads are chopped or shredded, do not do it far 
in advance. The shredding or chopping breaks 
down the cell walls and oxidation of vitamins 
occur. Do not squeeze orange juice far in advance 
of use, however, if labor situations necessitate ad- 
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vance preparation keep it in a glass container, 
tightly sealed with air-tight cover. 


Ice Cream 

While the price of ice cream mix has increased 
along with the price of other products, it is still 
among one of the lesser expensive desserts as well 
as a very nutritious and popular one. Curtailment 
of the use of added sauces and preparation of ice 
cream by the institution affects another saving 
without lowering of food standard that is very 
worthy of consideration. 


Food Commodities and Substitutes 

" This period of stress is showing up many weak- 
nesses in institution organization of which we have 
been unaware. These defects have an effect upon 
the economic expenditure and will need skillful 
handling and study. In purchasing no longer is 
the “customer always right,” rather the customer 
is the one who must make the adjustment now to 
adapt his needs to what can be supplied. This 
necessitates a development of standards for all 
commodities that might serve a given purpose, 
also what commodity might be used as a substi- 
tute, and what is its quality-price grade. All sam- 
ples submitted should be checked and graded on 
a quality price basis and a record kept, then if the 
desired grade is not obtainable, a substitute may 
be selected from this commodity list with little 
loss of time. It is not possible to accurately esti- 
mate the advance meal cost as formerly done since 
we are not able to buy exact standards as planned. 
An example is fresh plums, peaches, pears and 
oranges on the market do not run true to count, 
hence the cost is variable and not true to the an- 
ticipated cost. This is proving true of more com- 
modities daily, we take what we can get and use 
it as best we can. 


No Wastes 

We must waste nothing. Let no discarded fat go 
down the sewer. Sell used soup bones to fertilizer 
companies, and garbage to pork producers. Time, 
energy, equipment and foodstuffs are very valu- 
able commodities. We must look through records 
and continue keeping only those that are vital, and 
needful. Clerical services are scarce, therefore 
requisitions should be clearly and concisely done 
and speeded to the department in which they are 
to be filled with as little “red-tape” and loss of 
time as possible. The hospital kitchen budget is a 
large part in the institution budget, we must care- 
fully plan for the maintenance, conservation and 
standardization of this department’s needs. We 
must endeavor to faithfully utilize the manpower, 
equipment and professional ability we have to pro- 
duce the greatest good for the greatest number, 
we must not consider personal gain if we are to do 
our part to carry on through the difficult days 
present, and in the future. 
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The Follow-Up Clinic 


JOHN B. PASTORE, M.D. 


and service performed in that clinic, is an im- 

portant part of any out-patient department. 
Such clinics are found most frequently in surgical 
departments and only rarely in the field of in- 
ternal medicine. This would seem to indicate that 
the surgeon had, at least in the past, considered his 
case cured with the completion of a “successful” 
operation. He later acknowledged that survival 
from an operation did not necessarily prognosti- 
cate a cure and, consequently, a program to deter- 
mine the end results was established. Moreover, 
the surgeon’s concept of the dispensary is some- 
what different from the internist’s. He considers 
it as a “feeder” for the surgical service. Therefore, 
it is felt that the operating surgeon is the one most 
interested in the results of therapy rather than the 
physician who originally advised the admission for 
operative procedure. In other words, their surgical 
clinics are comparable to the internists who refer 
their private cases to surgeons for operation. Cer- 
tainly no surgeon would want to be considered 
solely as “the technician” in the case, but one must 
admit that at least in the larger clinics this con- 
cept approaches reality. The medical clinics, on 
the other hand, consider the entire course of the 
patient’s welfare as their own responsibility before 
and after treatment. They may, of course, refer 
certain cases to specialty clinics, but from then 
on that clinic follows the patient completely. 


T= FOLLOW-UP CLINIC, or rather the function 


With that as a background, let us analyze the 
follow-up clinic. In the first place many of them 
have been poorly and unnecessarily named. The 
patient is told to return to the “tumor clinic,” the 
“radiation clinic”, the “toxemia clinic”, and un- 
fortunately in some instances, even to the “cancer 
clinic”. Obviously, many of the patients do not 
welcome such a classification according to disease, 
and naturally are not as cooperative as one would 
expect. It would seem that at least one of the 
already large number of clinics designated by de- 
partmental specialties should be able to offer a 
haven to the post-operative patient. Why not refer 
them back to the clinic from which they were 
admitted, or to the Wednesday or Thursday sur- 
gical clinic which would be interested in such 
cases? Naturally it would be better if they could 
be followed by the physicians who had advised 
admission for surgery as well as by the operating 
surgeon. This will be discussed a little later since 
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it brings us to the question of the purpose of the 
follow-up clinic. 


The Purpose of the Follow-Up Clinic is Threefold 
The follow-up clinic has a threefold purpose: 


1 For the patient—It offers an opportunity to 
detect at an early date any continued abnor- 
malities or spread of disease, as in cases of 
cancer or toxemia and other complications of 
pregnancy. Further treatment may be indi- 
cated or in the case of pregnancy, interruption 
or prevention against future pregnancies may 
be necessary. Certainly no one would deny 
that this is a worthy and necessary purpose 
for the welfare of the patient. 


For the operating surgeon—It gives him an 
opportunity to evaluate the mechanical or 
physical results obtained at operation. This is 
particularly important in plastic operations 
such as for hernia and many of the gyneco- 
logical operations. It is only in this way that 
one comes to appreciate the failings in one’s 
own operative technique. To further this cause 
many hospitals conduct a Sunday morning 
follow-up clinic which not only permits busy 
surgeons to follow their cases, but also avoids 
interruption of work for patients. 


For clinical investigation and research—Vari- 
ous forms of medical and surgical treatments 
can be studied in these clinics by those par- 
ticularly interested in the subject. The study 
can be concentrated in these clinics and dis- 
continued when the results are obtained. 


The present practice in many hospitals is to have 
a separate and distinct department for following 
such cases. Such departments usually resolve 
themselves into a full-time paid secretary plus the 
out-patient clinic. It performs clerical duties which 
duplicate procedures well established in practi- 
cally all out-patient departments. As a result, it 
often becomes a statistical department whose re- 
ports usually indicate what percentage of patients 
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returned to the clinic, how many telephone calls 
were made, and how many letters or cards were 
mailed. Naturally, each year the numbers increase 
and the department grows to an expensive budget. 
Cases are followed unnecessarily for years, to the 
inconvenience of both the patients who did not 
need to return and those who require attention 
but receive little because of the size of the clinic. 
Every hospital has records for patients being fol- 
lowed for 10 or 15 years following an appendec- 
tomy or. hemorrhoidectomy. 


Faulty Follow-Up Clinic Records 


Moreover, such departments frequently develop 
their own records with the result that important 
findings are not incorporated into the patient’s 
records, a practice which is deplorable because the 
information is not available to all those who care 
for the patient. This practice sometimes occurs in 
clinics not directly associated with follow-up care. 
Also notes are sometimes included in the record 
which are hearsay and not findings obtained from 
examination of or consultation with the patient. 
This practice has developed mostly from the fol- 
low-up of cancer patients where it has been felt 
that the span of life or the so-called “five year 
cure” is the important criterion for successful 
treatment. Consequently, notes are included which 
indicate whether the patient is alive or died on 
such and such a date. Such notations can frequent- 
ly be erroneous as is illustrated by a recent experi- 
ence of ours. One of our neighboring hospitals 
requested an abstract of one of our former pa- 
tients. The abstract, including information con- 
tained in the follow-up notes that the patient had 
died in another hospital on a certain day, was for- 
warded. No attempt had been made to obtain con- 
firmation from that hospital. Much to our surprise 
the patient walked into our office a few days later 
to announce that he was very much alive and that 
our records were obviously incorrect. I simply 
mention this an as illustration of the type of in- 
formation that may be obtained by persons whose 
sole interest is to make a good record. 

Moreover, the routine for these special follow- 
up clinics calls for a certain number of visits at 
specified intervals regardless of whether the physi- 
cian originally interested in the case is still attend- 
ing the clinic or not. Consequently, doctors are 
forced to see patients for whose appointment they 
are not responsible. Also, many patients, who were 
originally sent to the hospital by an outside physi- 
cian, are followed instead of being returned to 
their own physician. Such a practice will not main- 
tain the good will of the physicians practicing in 
the community. 


What Should We Consider an Ideal Set-Up for 
Follow-Up Studies? 


1 No special department is necessary. Any out- 
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patient department which has an appointment 
system is automatically a follow-up clinic 
since broken appointments can be ascertained 
and followed. Even in clinics without an ap- 
pointment system, a limited form can be es- 
tablished by noting names and dates of ap- 
pointments of patients requiring care. 

All information should be incorporated in the 
patient’s record. The unit history system is 
actually a follow-up record and eliminates the 
necessity for individual records. 
Appointments should be given only upon the 
request of the examining physician. In this 
way useless return visits can be eliminated. 
Wherever possible the clinic should be part 
of a general clinic with physicians associated 
with the case in attendance. Certainly it is not 
necessary to name these clinics for the disease 
at interest. 

Sunday clinics for immediate post-operative 
follow-up are a necessary part of good medical 
care. Each operating surgeon can thus deter- 
mine for himself the end results of his opera- 
tive procedure. This should not continue 
beyond the period necessary for this check-up. 


These, I believe, are the cardinal requisites for 
a successful follow-up study and care of the pa- 
tient. In practice, it would follow a pattern similar 
to this. The patient is first admitted, let us say, 
for operation. At the time of discharge, an appoint- 
ment is given to him by the head nurse for a 
Sunday clinic attended by his operating surgeon. 
At that examination, if end results are not yet 
available, a return appointment is given to see the 
same physician. If the operative results are satis- 
factory the patient is discharged from that clinic 
and given an appointment for the general clinic 
for further care and check-up. Further appoint- 
ments will depend on the physician’s examination. 
The record room should be able at any time to 
furnish cases of certain diseases or operation for 
any special study. The information is self con- 
tained in the patient’s record, and every physician 
in contact with the case can avail himself of this 
information. 

In conclusion, therefore, it can be said that a 
follow-up of all patients is an essential function 
of any out-patient department. It does not require 
a special set-up since the usual procedures for the 
out-patient department can be adapted to this 
service. A well organized out-patient department 
and a well run record room can provide the me- 
chanics for a good service. Although I feel that a 
simplified system should be used at all times, it 
becomes doubly important in these days that all 
unnecessary clinics and departments be eliminated 
if the out-patient department is to remain a func- 
tioning unit. 





Employees Union as Bargaining Agent 


DAVID M. DORIN 


of Beth Israel Hospital in New York City. Beth 

Israel was known then, and is still known as a 
“union” hospital. That is to say, the hospital em- 
ployees’ union is the accepted and recognized 
bargaining agent between the hospital and its em- 
ployees. In reply to numerous requests for infor- 
mation as to how union recognition works out in 
hospital management, the writer herein sets forth 
some experiences and lessons gained in these years 
as administrator of a “union” hospital, but leaves 
to the reader to decide for himself whether the 
union has a rightful place in hospital management. 


1939 the writer was appointed assistant director 


To start, let me note briefly the set-up of the 
union in the hospital. On top there is the “master 
union,” usually a branch of a national or interna- 
tional labor organization. From this master union 
comes a delegate who looks after the interests of 
the employees. Subordinate to the master union 
is a union branch, or local known as the hospital 
“chapter.” This local chapter is represented by a 
committee composed of a number of employees 
under an elected chairman. The committee itself 
comes into being through a voting procedure par- 
ticipated in by those employees of the hospital 
who are union members in good standing. 


The Coverage of the Contract 


Like all management-union agreements, the hos- 
pital and the union work under a contract. This 
contract is drawn up between the hospital manage- 
ment and the master union, and relates to working 
conditions, hours, salary, and generally covers 
what is known as “personal practices.” In simpli- 
fied form, the coverage of the contract may be best 
outlined under these headings: 


1 a) Eligibility for membership in the union. 
Department heads, and others of like posi- 
tion are ineligible. 

b) Jurisdiction over employees. No local of 
the master union other than the particular 
hospital chapter may claim or have juris- 
diction over the employees of that hospital. 


Recognition of the union as the sole bar- 
gaining agent. The hospital recognizes the 
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union as the sole bargaining agent in all 
matters pertaining to all employees. This 
provision covers all non-union members as 
well as union members. 


Right of discharge. No employee may be 
discharged outright. Any employee violat- 
ing the terms of his employment is to be 
suspended pending a hearing with the 
union representatives. The union reserves 
the option of a hearing, or the acceptance 
of the discharge as valid and final. 


4 a) Salary standard. A minimum salary stan- 
dard is set for all positions. 

b) Trial period. All new employees are given 
a two months trial period. During the said 
two months new employees have no re- 
course to union facilities. After the trial 
period these employees, if retained on the 
job are entitled to all privileges of the 
union contract. 

Vacation standards. Vacation standards 
and privileges are set up. 

Sick leave standards. Sick leave standards 
are enumerated. 

Holiday leave standards. Legal and reli- 
gious holidays are considered. 


Promotion standards are provided. 


Liaison Committee. The right is granted 
to the union for a committee of five to 
meet with the administrator twice each 
month to discuss mutual problems. 


Reading the outstanding provisions of the con- 
tract can arouse no objection on the part of any 
social-minded individual, whether he be a trustee 
or a worker. An agreement containing such high- 
minded features certainly tends to remove from 
the hospital field an unfair practice which many 
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times exists in the employer-employee relation- 
ship, that is, the right of a department head to 
discharge an employee without a sound basic 
reason. The terms of such an agreement definitely 
help the administrator to operate his institution 
on principle rather than on personalities. 


Elements Upon Which the Success of the 
Contract Hinges 


Once an agreement has been reached and the 
contract with the union has been signed, the suc- 
cess of that contract depends upon the willingness 
of the trustees and the administrator to accept a 
pro-union attitude, or at second best, to accept the 
terms of the contract as iron-bound, a document, 
the provisions of which must be lived up to in the 
manner of any legal paper. It is a known fact that 
hospital salaries are not in line with the salaries 
paid for equal work in industry; therefore, if the 
board of trustees of a hospital finds ways and 
means of raising wage standards in compliance 
with the terms of a union contract, of a certainty, 
the administrator should accept this change with 
enthusiasm, providing, however, that the increased 
burden of raising the necessary funds is not 
thrown upon his shoulders. 


While there are those administrators who feel 
that they would rather deal directly with indi- 
viduals in employer-employee relationships, they 
will find that dealing with a capable committee is 
more practical and satisfying. In our war effort 
at this institution the union, through committee 
functions, showed excellent cooperation in the 
various war activities on a civilian basis. They 
excelled in drives for first aid classes, purchase of 
War Bonds and Stamps on a payroll deduction 
plan, civilian defense enrollment, blood bank do- 
nations, etc. 


Merits of the Suspension Method in Employee 
Discharge Cases Cited 


In the contract outline noted above, the suspen- 
sion method in employee discharges was men- 
tioned. It is interesting here to cite some cases as 
an indication of the merits of this method as op- 
posed to the usual method of summary discharge 
of derelict employees. The following cases are 


among a number handled in the period of 1939 
to 1942: 


Case No. 1—Assistant Storeroom Clerk. Age 24 
—married—male—one child—in hospital service 
four years. Originally worked in the special diet 
kitchen as a helper, and was promoted to assistant 
storeroom clerk. During the summer vacation 
period this man was in complete charge of the 
storeroom. Due to the war situation certain stocks 
of supplies were kept in an unlocked area. Orders 
had been issued by the administrator that this par- 
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ticular stock be checked twice each day to control 
the possibility of shortages. Upon a check-up by 
the administrator it was found that the orders had 
not been carried out. Further inquiry disclosed 
that the perpetual inventory system had also been 
neglected. The clerk was suspended pending a 
hearing. Decision of the committee in meeting 
provided that this worker could not return to the 
storeroom position, but if he so desired, he could 
again have the diet kitchen job at its salary rate. 
He accepted re-instatement in the diet kitchen. 


Case No. 2—Kitchen man. Age 45—single—sole 
support of an aged mother—in service six years. 
A simple minded but hardworking individual, he 
wanted to be a “big shot” among his fellow work- 
ers. In order to attain this end he was pilfering 
small items of food, such as cookies, oranges, etc., 
and giving them to the kitchen help. He was finally 
caught in the act and suspended. At the union 
hearing the entire kitchen staff willingly assumed 
the blame for his acts and asked that if punish- 
ment was necessary it be meted out to them. De- 
cision of the committee in meeting provided for 
re-instatement of the man on trial for the re- 
mainder of his employment at the hospital. 


Case No. 3—Messenger. Age 27—male—single— 
no dependents—in service ten years. His duties 
required the taking of hospital records to court 
hearings. When lawyers in the litigations failed to 
voluntarily give him money for his lunch and ex- 
penses he would send them a bill on hospital sta- 
tionery charging fifty cents. One law firm remitted 
a check to the order of the hospital and the prac- 
tice was disclosed. The messenger was suspended. 
At the union hearing it was brought out that this 
man was on hospital maintenance and when he did 
not receive his lunch at the hospital because he 
was detained in court, he was entitled to reim- 
bursement for any expenses he incurred for food 
from the hospital and not from the lawyers. In as 
much as he had never received this allowance 
from the hospital, the committee agreed that al- 
though his act was stupid, he was to be re-instated, 
and that in the future all necessary expenses were 
to be paid by the hospital upon his request. 


Case No. 4—Porter. Age 59—male—married—no 
children—in hospital service twenty years. This 
man was one of the best workers the hospital had. 
He suddenly became very careless, and showed 
violent temper when corrected. One day while 
being chastized by the housekeeper he became 
abusive and kicked over a garbage can spilling the 
contents over the floor. He was suspended. At the 
union hearing he could give no reason for his ac- 
tions and remained sullen throughout the session, 
refusing to speak in explanation. The case was 
referred to the medical staff for study and advice. 
He agreed to be examined by a neurologist whose 
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findings were normal. Final decision of the com- 
mittee in meeting was that this worker take a 
month’s vacation without pay, at the end of which 
time he would be given another hearing. An eco- 
nomic problem now presented itself since the man 
had no money on which to live during this payless 
vacation period. The vice-president of the hospital, 
present at the meeting, offered to pay a month’s 
salary from his own funds, stating that after so 
many years of service the worker was entitled to 
consideration. The offer was accepted with thanks, 
the vacation was taken, and at the end of a month 
the porter returned to work. He was re-instated 
and is doing very well since. 


Case No. 5—Mail Clerk. Age 30—male—single— 
no dependents—in service six years. His duties 
consisted of sorting all hospital mail, U. S. Mail to 
the hospital, and inter-departmental correspond- 
ence, and their distribution to the patients and 
staff. For months complaints had been received by 
the administrator that much of the mail was being 
delivered late. Investigation by the administrator 
failed to show results at first. Arrival and delivery 
of all mail was checked as to time, unknown to the 
clerk, and his actions were carefully observed. 
The hospital post office was finally entered one 
evening, and the problem was solved. All mail 
arriving in afternoon deliveries was being hidden 
away until the following morning when it was 
combined with the morning mail for sorting and 
delivery, saving work for the clerk. In considera- 
tion of the seriousness of his dereliction, which 
involved the U. S. Mails, the union did not ask for 
a hearing and upheld the action of the hospital in 
suspending this clerk. The suspension then be- 
came a discharge. 


Case No. 6—Kitchen Man. Age 26—single—sup- 
porting mother—length of service three years. The 
purse of the chief dietician’s secretary ‘was taken 
from the desk drawer in her office. It contained 
some jewelry, and the secretary’s salary which she 
had just received. This kitchen worker had been 
seen opening the desk drawer in the office where 
he had no reason to be. Suspicion was naturally 
directed to him. All employees were fingerprinted 
on a voluntary basis, and the prints sent to the 
Police Department for examination. This worker’s 
prints disclosed a record of an arrest for petty 
larceny at a place of former employment under 
very similar conditions. He was suspended. The 
union upheld the hospital agreeing that such ac- 
tion was for the good of the service. Suspension 
became a discharge. 


Case No. 7—Maid. Age 35—single—no depend- 
ents—in service three years. The maid did not act 
in a normal manner while going about her duties 
of cleaning the wards. Housekeeper was called, 
and when she attempted to speak to the maid, the 
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latter tried to strike her with a broom. The maid 
was conducted to the emergency room and exam- 
ined by the resident neurologist. Findings showed 
that it was unsafe to have this woman working in 
the hospital. She was suspended. The union up- 
held the hospital’s action, and the suspension be- 
came a discharge. 


Case No. 8—Maid. Age 38—single—no depend- 
ents—length of service seven years. For months 
the administrator had been receiving anonymous 
notes stating that this maid was taking food from 
the hospital and selling it to her neighbors at 
home. Finally, the maid was called to the office 
and told about the notes. She became very indig- 
nant and denied any such actions, saying that 
someone was probably trying to get her into 
trouble. When she was leaving the hospital that 
evening she was asked to open her hand bag to 
show that there was no ground for suspicion. She 
flatly refused, stating that she would disclose the 
contents only on a warrant. She acted excited and 
upset, and her hands shook so, she dropped the 
bag spilling its contents, which had, among other 
items, several eggs, some of them broken in the 
fall. She was suspended. The union upheld the 
action of the hospital, and the suspension became 
a discharge. 


Case No. 9—Maid. Age 43—married—supporting 
three children. This was the second suspension in 
the last three years of a six year service. She de- 
veloped a persecution complex directed against 
the housekeeper. Insisted that her work was good, 
despite being shown to the contrary. She had at 
one time been befriended by the president of the 
hospital, and now stated openly to other workers 
that she could not be fired because she had “pull.” 
She became abusive to all in charge. A suspension 
was finally ordered. The union opposed the hos- 
pital and tried every method in its power to have 
this maid re-instated. Intervention was asked of 
neighborhood judges, politicians, and board mem- 
bers, but all to no avail. After being off the pay- 
roll for four months she asked for re-employment, 
through the union, saying that she had learned her 
lesson and would change for the better. The case 
was put up to the housekeeper for final decision. 
The housekeeper agreed to give her another 
chance. She was re-hired as a new employee, and 
has been doing good work since. 


Case No. 10—Chief Chef. Age 41—single—no de- 
pendents—in service six months. This was a pe- 
culiar case. The entire personnel was complaining 
against the manner in which their food was being 
prepared, and suspension was ordered by the ad- 
ministrator. The union requested a hearing. The 
hospital informed the committee that the chef 
could be re-instated if the complaints about the 
food were withdrawn. The union admitted that it 
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could not withdraw complaints made by the entire 
staff, but refused to accept the suspension. The 
hospital ignored their contention and completed 
the discharge. Discharge remained in effect. 


Hospital Employees’ Right to Organize 


Hospital employees should enjoy the right to 
unite and organize into unions for the promotion 
of their economic interests, but there must be 
proper leadership, proper planning, and above all 
a due consideration that any improper acts or poor 
leadership will result in an injury to an innocent 
person—the patient. Moreover, the leadership 
must be a responsible one, and one able to control 
its membership. In this connection it is interesting 
to present an illustration of bad judgement and 
poor leadership. But first let us briefly examine 
the procedure of the hospital union in “treating a 
grievance.” The employees decide to register a 
grievance against the administration. They do this 
by calling in the master union delegate. He acts 
as their mouthpiece, he represents proper leader- 
ship. Upon his judgement and advice rests the 
determination of the method by which the griev- 
ance and demand for satisfaction will be presented 
to the proper hospital authorities. He receives the 
so-called facts of the case from the employees, and 
unfortunately, he must accept the story as they 
present it. Too many times he must go ahead with- 
out knowing the true facts of the situation; but 
proceed he must, since, by virtue of his duties, he 
is compelled to “produce” for the membership he 
represents. To return to the illustration men- 
tioned: The membership had made through their 
delegate a demand for increased wages. The Board 
of Directors had met the union committee and 
negotiations were begun. However, progress was 
not fast enough for the union and the representa- 
tives complained. Suddenly, and without warning, 
one day every union employee appeared on duty 
wearing on his person, in full view, a three-inch 
pin button bearing the legend “We Demand Higher 
Wages.” From the admitting office to the elevators, 
from the pantries to the patients’ rooms these em- 
ployees went about their duties and carried their 
buttons to be seen by all. The union committee 
was called to a meeting where they were shown 
how such high-handed methods constituted a 
menace to the patients. Unfortunately, they re- 
fused to abandon their campaign method, and an 
embarrassing as well as a dangerous condition 
existed for a number of days, until a compromise 
was finally effected. 


Union Contracts Favor Hospital Employee 


At this point it may be noted that the union 
contract as it now exists in dealing with hospitals 
is all in favor of the employee. Legal documents 
entail a consideration, it is true—what considera- 
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tion does the union contract give the hospital? A 
more “satisfied and contented worker” says the 
union. This is intangible. What can the contract 
contribute in a tangible form? The answer is, 
under the present set-up, “Nothing.” The consider- 
ation the hospital requires is a harmonious rela- 
tionship between employer and employee. Any 
grievance which may develop between the ad- 
ministration and the personnel must be handled 
through peaceful conferences and discussions, and 
if these conferences do not lead to a solution of 
the problem, other peaceful means must be found 
and used. The union must at no time attempt to 
make use of any method which can interfere with 
the function of the hospital—service to the ailing. 
There can be no room in hospital-union relation- 
ships for a Dr. Jekyll and Mr. Hyde act. The ugly 
head of “Strike” must be striken forever from the 
hospital field. The damaging effect of picketing 
hospital property, an act which only tends to 
arouse a revulsion in the public mind and alarms 
patients as well as their relatives, is unmeasurable, 
and must be eliminated. Such union tactics as 
striking and picketing may be effective in indus- 
try, but they are entirely out of order when used 
against a house of healing. 


Provision of a Fair Hospital-Union Contract 


A fair hospital-union contract, and the only kind 
of contract to which the board of trustees and 
administrator of a hospital should agree must con- 
tain provisions to the following effect: 

1 No right to strike 

2 No right to picket the hospital 

3 No right to picket the homes of trustees, 
etc. 

4 No right to display in any form in the pres- 
ence of patients any dissatisfaction with 
working conditions. 

In conclusion, we must not forget the board of 
directors or trustees in this hospital-union rela- 
tionship. Too many times does the union put itself 
in the position of the “Irresistable Force meeting 
the Immovable Object.” The constant use of the 
term “Demand” constitutes bad manners as well 
as an utterly ineffective means of dealing with 
these social-minded men and women. The union 
must remember that it is not dealing with owners 
of property or industry. Trustees and directors are 
leading and responsible men and women members 
of society who voluntarily give their services, 
time, and money to the institutions in which they 
are interested. These contributions to community 
welfare entitle them to the respect and admiration 
of all. There is no doubt that these people are also 
interested in the welfare of the employees of their 
Hospitals, but they cannot be criticized if their in- 
terest in the indigent sick comes before their 
consideration of the hospital’s employees. 
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Of Legal Interest to Hospitals 


A Recent Decision of the 
Supreme Court of the State of Wisconsin 


No. 117 


August Calendar, 1942 
January Term, 1943 


STATE OF WISCONSIN: IN SUPREME COURT 





Wisconsin Employment Relations Board, 


Respondent, 
Vv. 


Evangelical Deaconess Society of Wisconsin, 
Appellant. 


Affirmed. 


Action commenced March 31, 1942, by the Wis- 
consin Employment Relations Board to enforce its 
order requiring the Evangelical Deaconess Society 
of Wisconsin to bargain collectively with a labor 
union. From a judgment confirming the order and 
ordering its enforcement, the respondent appeals. 


Respondent below, a church society organized as 
a nonprofit corporation in Wisconsin, maintains 
in Milwaukee the Evangelical Deaconess Hospital 
together with a training school for nurses and the 
usual living accommodations for members of the 
staff. On October 20, 1941, the Board certified Local 
“KK” as the exclusive bargaining representative 
of the nonprofessional employees of the respond- 
ent including engineers, maintenance men, order- 
lies, waitresses, etc. The Board concluded that 
these employees and this employer were covered 
by the Employment Peace Act, ch.111, Stats. After 
the respondent refused to recognize Local “KK” 
as the sole bargaining representative of its em- 
ployees and refused to bargain with said union, 
the Board rules that the respondent had been 
guilty of an unfair labor practice with the meaning 
of sec. 111.06 (1) (d), Stats., and ordered the So- 
ciety to bargain with Local “KK”. Respondent 
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APPEAL from a judgment of the circuit court 
for Milwaukee County: OTTO H. BREIDEN- 
BACH, Circuit Judge. 


notified the Board that it would not comply with 
the order. The Board commenced this action by 
filing a petition for the enforcement of its order. 
The respondent requested the court to set aside 
the order on the grounds that the Board had no 
jurisdiction of the respondent because it was not 
the intent of the legislature to include charitable 
institutions like the respondent under the provi- 
sions of ch. 111, Stats. 


FAIRCHILD, J. The question to be decided in 
this case is whether appellant is subject to the 
provisions of the “Employment Peace Act,” 
chapter 111, Stats. It is conceded not to be within 
the named exceptions in the statute and that the 
word of the statute are broad enough to cover it. 
It is urged that an exception of charitable institu- 
tions is to be read into the statute because of 
claimed legislative intent. 


Under certain circumstances 


“a thing may be within the letter of the stat- 
ute and yet not within the statute because not 
within its spirit, nor within the intention of its 
makers.” Church of the Holy Trinity v. U. S. 
143, U. S. 457, 549, 12 S. Ct. 511, 36 L. Ed. 226. 


The determination of the question in this case, 
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then, rests upon a consideration of the legislative 
intent, of whether there is any clear basis for say- 
ing that charitable institutions are not within the 
purview of the statute. 


The name which the legislature chose for the 
act indicates what its purpose is, the promotion 
of peace in employment relations. In the declara- 
tion of policy at the beginnng of the act it is rec- 
ognized that the employer, the employee, and the 
public have an interest in the solution of this prob- 
lem and the statute is aimed at safeguarding the 
interests of all three groups. The law seeks to pro- 
vide new methods of peacefully settling disputes 
which may arise and thus prevent strikes which 
might have resulted under the common law. 
Respondent here points out that the act intends to 
confer a benefit on those whom it covers, and ap- 
pellant’s whole argument is based on a misconcep- 
tion of the nature of the policy and the operation 
of the statute. It is suggested that the order, if 
enforced, may endanger in some way the patients 
in the hospital, but there can be no greater hazard 
to the lives of patients in a hospital under the 
statute then there was before its enactment so far 
as strikes are concerned. The statute specifically 
provides that 


“. .. nothing herein shall prevent the pursuit 
of legal or equitable relief in courts of com- 
petent jurisdiction.” 


It is to be assumed that since the statute as before, 


a court would be quick to act to protect the public 
interest. 


Since the policy of the statute is to promote 
peace in employment relations, to prevent rather 
than promote strikes, is there any reason apparent 
in the statute indicating that charitable institu- 
tions are to be exempted from its provisions? 
While it is true that occasional words such as 
“craft” and “plant” are used, it is considered that 
this alone does not show a clear intent to limit the 
application of the act to industry. In drafting a 
statute for general application, it is difficult to 
make each term appropriate to each unit covered, 
and the spirit of an entire law cannot be upset by 
a few isolated terms which are not particularly 
apt in the case in point. Opinions that if one 
exemption was made, it would be wise to make 
another have no bearing on the determination of 
legislative intent. There is nothing in the wording 
or nature of the named exemptions to indicate 
that the legislature intended an exemption for 
charitable institutions. 


Appellant argues that the statute should only be 
applied to profit-making enterprises, that it is not 
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applicable to nonprofit organizations. Such an 
argument would have more force if this act placed 
a financial burden on the employer. The only such 
burden, if it may be termed such, which might 
result from this act is increasing wages to a fair 
standard or bringing conditions of work up to a 
proper standard. Is there any reason to suppose 
that the legislature intended that kitchen help, for 
example, who worked in a hotel or restaurant 
should have the right to organize and seek better 
wages and conditions of work through the state 
board while those doing similar work in a hospital 
should be barred from seeking similar objects 
through the mechanism provided by the state? 
Problems arise between employers and employees 
in charitable institutions as well as in industry 
and there is a similar need in each for methods of 
arriving at a peaceful settlement of differences. 
The Minnesota court in considering a similar stat- 
ute said: 


“The employer-employee problem is more 
far-reaching and to impute to the legislature 
a purpose to provide for the adjustment of 
labor relations in industry only would be arti- 
ficial. We are all aware that thousands are per- 
forming duties as employees in hospital such 
as plaintiff which are the same as those done 
by employees in private industry. The posi- 
ton and rights of employees in a hospital are 
as important to the well being of the whole 
community as that of a technical industrial 
employee. The simple fact is that employees 
are dependent upon their positions for a liveli- 
hood. This is true whether the employer is a 
charitable hospital or an automobile manu- 
facturer.” Northwestern Hospital v. Public 
Building Serv. Employees’ Union, 294 N.W. 
215, 217-8. 


We conclude that there is no evidence of any 
intent on the part of the legislature to exempt 
charitable institutions from the provisons of chap- 
ter 111, Stats. Collective bargaining in institutions 
whose operation is so intimately connected with 
human life places a great responsibility on the 
parties thereto, especially where they are finan- 
cially dependent on the generosity of the com- 
munity, but there is no reason to suppose that if 
each enters into negotiations ready to cooperate 
and appreciating the problems of the other party 
to the negotiation, there may not be a “fair, 
friendly and mutually satisfactory adjustment of 
whatever controversies may arise,” as contem- 
plated by the statute. 


By the Court——Judgment affirmed. 





Clinic Management 
ELEANOR SCHER 


EDICAL CARE for the medically indigent has 
M been accepted by almost all communities 

as their responsibility along with the pro- 
vision of the other basic necessities of life for 
those who are unable to meet these needs them- 
selves. In the majority of urban communities out- 
patient departments of voluntary or public hos- 
pitals and independent dispensaries are providing 
the major portion of the medical care which is 
available to those who are unable to afford the 
services of private physicians. 


The needs of the particular community which a 
hospital serves will determine somewhat the pro- 
gram of its out-patient department. However, in 
general, it is the primary purpose of all out-pa- 
tient departments to serve the ambulatory ill and 
afford them care which approximates as closely 
as possible that which patients obtain from pri- 
vate physicians. It follows that clinic services must 
be carefully planned and administered if this goal 
is to be achieved and if the constantly changing 
needs and pressures of a medical care program 
are to be met. 


There are still many weaknesses in the clinic 
method of providing medical care. Clinic admin- 
istration, as a special branch of hospital adminis- 
tration, warrants further and continued considera- 
tion and study so that the best methods of 
organization and procedure may be developed to 
the end of making possible the most effective med- 
ical care for all patients served. The standards 
for out-patient departments developed by the 
American College of Surgeons and American Hos- 
pital Association provide an excellent foundation 
on which to build, but ways and means for apply- 
ing these standards still need further thought and 
development by clinic administrators. 


It is not possible in this discussion to touch upon 
all of the many important factors involved in 
systematic clinic organization and efficient man- 
agement, and I shall, therefore, confine my re- 
marks to a few phases only: (1) the clinic 
administrator, (2) the medical staff, (3) clinic 
personnel, (4) eligibility standards and require- 
ments, (5) management of clinics and (6) volun- 
teers. 


The general organizational framework of an 
out-patient department will depend on the size of 
the institution, the organization of the hospital 
with which it is affiliated, and the facilities avail- 
able within the clinic or hospital. Organization of 
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medical, x-ray, and laboratory services, and ad- 
ministrative and functional responsibilities of 
department heads will, likewise, be influenced by 
these factors. The basic needs for efficient clinic 
administration, will parallel to a certain point 
those of good hospital organization—a qualified 
and trained administrator, an organized medical 
staff, adequate and competent personnel, a satis- 
factory physical set-up and equipment, and ma- 
chinery, neither too simple nor too complicated, 
geared to operate an admission, diagnostic and 
treatment service as quickly and as efficiently as 
possible. 
The Clinic Administrator 


The administrator of a hospital is ordinarily 
the person ultimately responsible for the admin- 
istration of the out-patient department, but since 
he rarely has time to assume the direct respon- 
sibility of clinic supervision, it is usually delegated 
to an assistant, responsible to him, who also must 
work closely with the medical staff and board of 
directors. The qualifications for clinic administra- 
tors vary from institution to institution, and phy- 
sicians, nurses, or social workers may be found in 
key executive positions, each of whom by virtue of 
his particular professional training can make im- 
portant contributions to the field of clinic manage- 
ment. Regardless of which of these groups the 
clinic administrator may be selected from, it is 
important that he be a person with training in 
clinic administration. He must have, also, a broad 
social point of view, and an interest in community 
organization. At present, few training opportun- 
ities for clinic administrators exist, but it is to be 
hoped that there will be further development 
along these lines in the near future. 


The Medical Staff 

It is a generally accepted standard that the med- 
ical staff of a clinic be drawn from the hospital 
staff. In large out-patient departments it may be 
necessary to supplement with visiting physicians 
who do not have hospital staff appointments but 
who should meet the same requirements and qual- 
ifications for appointment to the clinic medical 
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staff. Each department or service should have a 
chief who is responsible for the supervision of the 
work of the particular service and for carrying 
out the medical policies of the institution. His 
supervision should entail responsibility for the 
quality of the medical care rendered, adequacy of 
records, approval of hospital admissions, and so 
forth. He should be readily available to the clinic 
physicians for consultation in complicated cases, 
and to the clinic administrator for advice on med- 
ical administrative problems. He should attempt 
to develop a service which is medically interesting 
and instructive to the clinic physicians, who, for 
the most part, are working without compensation. 
He should also be interested in the administrative 
organization of the service to the end that pa- 
tients can be cared for as promptly and expedi- 
ently as possible. 


Although the out-patient department is a part 
of, and coordinated with, the organization of a 
hospital as a whole, a separate medical governing 
body is advisable. In large hospitals, the medical 
governing body does not ordinarily have sufficient 
time to deal thoroughly with clinic problems. In 
addition, many of the higher rank attending physi- 
cians do not attend clinics, and are, therefore, not 
intimately informed on clinic matters. It seems 
preferable, for these reasons, that the clinic med- 
ical staff be represented through its own executive 
committee, comprised of members of each chief 
service, which meets regularly and works closely 
with the clinic executive. 


Such a committee should initiate and approve 
medical policies of the clinic, assist in developing 
the medical program of the institution, and inte- 
grate the organization and policies of the individu- 
al departments. An active, interested executive 
committee of this sort, able to take independent 
action where indicated, is an important accessory 
to the development of a sound medical care pro- 
gram and an essential complement to the authority 
vested in the administrative officer. It is assumed, 
of course, that such a committee would report all 
actions to the hospital staff, and, in some in- 
stances, require departmental or staff approval 
before action could be taken. 


Clinic Personnel 


Time does not allow for any full discussion of 
personnel needs or practices within a clinic set-up, 
and in passing I wish to comment only upon the 
obvious importance of personnel adequate in num- 
ber and training to carry out the many specialized 
services which must be rendered by non-medical 
personnel in clinics. Physicians alone cannot ren- 
der adequate medical care to patients. The best 
medical care can be provided only if an adequate 
staff of nurses, technicians, social workers, clerks 
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and other necessary personnel are available to 
assist the physician and patient. The importance 
of definite and satisfactory personnel practices for 
all staff workers should also be constantly kept 
in mind by the administrator and not lost sight of 
in the pressure of the daily job. 


Eligibility Standards and Requirements 


Eligibility for medical care in a clinic should 
depend upon the nature of the medical needs of 
the patient and his ability to pay for that service. 
A clinic, in selecting applicants for care, has a 
dual responsibility—to the prospective patient and 
to the private physician in the community. Only 
by skilled evaluation of the applicants’ resources 
and needs is it possible to select those persons in 
need of the services offered by the clinic, and to 
reject persons able to pay the fees of a private 
physician. 


The organization of the admitting service of a 
clinic, establishing of policies, and selection of 
personnel cannot receive too careful consideration. 
An admitting service, in general, has a twofold 
function—the determination of the medical needs 
of the patient, which should be primary, and the 
evaluation of his economic status. 


The first function is definitely the responsibility 
of a physician, and should not be delegated to 
social workers or nurses in the admitting depart- 
ment. An admitting physician or resident should 
examine all new applicants. If a complete diag- 
nostic work up is not possible, examination should 
be complete enough to establish a working diag- 
nosis and assignment to a service in the clinic 
where the patient should properly be treated. Re- 
sponsibility for routing or screening of new pa- 
tients by other than medical personnel unavoid- 
ably leads to wrong assignment of patients and 
results in the waste of time of clinic physicians 
and unnecessary hardship for patients. 


The evaluation of the economic status of an in- 
dividual calls for the exercising of extreme skill 
and judgment. In addition to the responsibility for 
eliciting information from the patient on the basis 
of which rejection or acceptance for clinic care 
is to be determined, the admitting worker has the 
important charge of making the first contact with 
the new patient to whom, in many instances, clinic 
experience is new, bewildering, and difficult. The 
admitting interview, therefore, becomes a focal 
point of contact with the patient and provides an 
excellent opportunity for interpreting clinic pro- 
cedures and regulations, which will make it eas- 
ier for him to follow through with the necessary 
steps in his workup and treatment. This under- 
standing on the part of the patient, at the point 
of admission, will not only facilitate his care, but, 
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in many cases, prevent waste of physician’s time 
and diagnostic services spent on patients who 
otherwise may not return for completion of care. 
The admitting worker, likewise, in her discussion 
with the patient of the family makeup and re- 
sources, very often discovers social or economic 
problems concomitant to his illness in which as- 
sistance and guidance can be given by the medical 
social worker in the clinic. 


Clinics in the Chicago area, through the medium 
of the Clinic Section of the Health Division of the 
Council Agencies, have established a budgetary 
guide to be used by admitting departments in de- 
termining eligibility for clinic admission. It was 
prepared by a committee comprised of nutrition- 
ists, home economists and clinic administrators, 
and based on the Chicago Standard Budget, which 
is the accepted standard for determining the 
budgetary requirements of dependent families. It 
is reviewed every six months according to prevail- 
ing costs and revised as necessary. 


The budget is based on the assumption that 
families are living on the minimum level con- 
sistent with health and decency. It assumes mod- 
est living quarters in a neighborhood of low rents; 
food entirely adequate but chosen from the less 
expensive food stuffs; clothes, minimum in as- 
sortment and number, and as inexpensive as is 
consistent with reasonable wear; and extremely 
frugal expenditures for recreation, personal inci- 
dentals and emergencies. It assumes, also, that the 
utmost thrift is practiced in the purchase and use 
of all commodities, and that all the work of the 
home is done by the family, including laundry, 
cleaning, mending and plain sewing. It includes 
only the following items: rent, food, clothing and 
personal incidentals, household supplies, fuel and 
ice, carfare, burial insurance, school supplies, 
minor health needs and emergencies. Medical care 
is not included, nor is provision made for unusual 
expenses. It should be kept in mind, however, that 
any standard budget must be elastic and cannot be 
applied alike to all patients without evaluation of 
all individual factors in a given situation. It can 
be used only as a guide in determining eligibility 
after all circumstances affecting a patient have 
been considered. 

Certain standards and procedures with respect 
to the admission of patients have also been set up 
by the Clinic Section and accepted by the clinics 
represented in the Section. These were formulated 
in order to develop greater uniformity in practice, 
improvement in performance of admitting depart- 
ments, and because charitable clinics recognize 
that they must observe certain principles in select- 
ing those who may receive their services, and must 
develop satisfactory procedures for carrying out 
those principles. 
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Principles adopted by the Section include: 


1 Clinic service, in so far as it is provided by 
charitable clinics, should be for those persons 
in the community who are unable to pay the 
cost of needed medical service. 

2 The ability of a patient to pay for needed 
medical care must be determined after con- 
sideration of the following factors: 

a—Medical requirements of the individual 
patient, including the probable cost of 
needed medical care 

b—Earnings of family 

c—Size of family 

d—Reasonable standards of living 

e—Property, including savings, home, in- 
surance, car, etc. 

f—Obligations such as rent, debts, support 
of others 

g—Obligations for previous medical services 

3 When there is any doubt as to eligibility of 
an applicant for medical care, the judgment of 
a competent physician as to the nature of the 
patient’s disease or condition and the probable 
duration of the treatment required shall be 
the basis of estimating the cost of needed care 
to the patient. 

4 The judgment of a person who is qualified by 
training and experience in ascertaining and 
judging the social factors should be the basis 
of deciding the eligibility for clinic care from 
the economic point of view." 

Review of patients under clinic care at regular 
intervals to determine whether they are still eligi- 
ble, setting of admission fees in accordance with 
the patient’s ability to pay, and arranging appro- 
priate care for rejected applicants are among the 
functions delegated to the admitting officer in 
these standards. 

The efficient application of good admitting 
standards depends upon the adequacy of staff as 
to number and qualifications. The standards of 
the Council of Social Agencies recommend that 
the admitting officer be a professional medical 
social worker who has completed at least one 
year of graduate training in a recognized school 
of social work, or a registered nurse with a public 
health nursing course endorsed by the National 
Organization of Public Health Nurses, and experi- 
ence in public health nursing and training or ex- 
perience in clinic nursing or administration. The 
admitting officer should 

“possess executive ability which would enable 

her to work under pressure, make quick deci- 

sions, and appraise clinic policies on the basis 
of observation in the admitting office. She 
should possess a real interest in human beings 
and tact and skill in interviewing and in pro- 
i“Principles, Standards and Procedures Regarding Eligibility for 


Care in Charitable Clinics,” Council of Social Agencies, Chicago 
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fessional relationship with physicians, social 

agencies and others. She should have a busi- 

ness turn of mind that would enable her to 
evaluate and verify financial data.”* 

The Clinic Section has also worked out and 
adopted a minimum face sheet form which is used 
by the majority of clinics in the city. It serves as 
a guide for the type and amount of social and 
financial information which should be obtained 
from patients in order to pass on eligibility and 
set rates if the patient is able to pay for any part 
of his clinic care. It is regarded as desirable that 
all clinics in a community obtain the same min- 
imum information from applicants and use the 
same basis for determining eligibility. 


Even though based on careful standards, in 
many instances the decision regarding eligibility 
for clinic care is a difficult one to make and taxes 
the skill and judgment of the most expert admit- 
ting officer. It is essential that the admitting pro- 
cedure not be allowed to become a mechanical 
routine clearing of information, but that the ad- 
mitting officer, who is selected partially because 
of her training in the art of helping and under- 
standing people, continue to regard each applicant 
in the light of his own individual circumstances, 
problems and reactions. 

Management of Clinics 
After the admitting procedures have been com- 


pleted, the patient assigned to a service, and ap- 
pointments arranged for him, the actual diagnostic 
and treatment program begins. The effectiveness 
of the care which the patient receives depends to 
a large extent upon the management and running 
of each individual clinic service, which I should 
like to consider for a few minutes. 


The number of departments or services within 
a clinic will be determined by the needs and re- 
sources of the particular institution. However, 
regardless of the number of clinical units, physi- 
cians available to staff the clinics, and adequacy 
of physical equipment, the greatest benefits can 
accrue to patients only if there is systematic or- 
ganization of each unit and correlation of the 
clinic services as a whole. There are certain essen- 
tials which we believe are necessary to insure effi- 
cient clinic management (I now use the term 
“clinic management” in reference to the different 
clinical departments of the dispensary). 

It is, first of all, essential that intake be limited 
to the number of patients who can be adequately 
cared for within the allotted clinic period by the 
number of physicians in attendance. Intake can 
best be controlled by an appointment system for 
both old and new patients with a specific and rea- 
sonable quota definitely assigned to each physi- 
clan. It is unfair to both patients and physicians 
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to so overload clinics that the doctor is not allowed 
sufficient time for the necessary examination of 
each patient assigned to him nor for completion of 
his records. 

It is advisable to designate a clinic manager for 
each clinic—sometimes called a clinic executive or 
clinic secretary. The clinic manager is responsible 
for facilitating to the greatest extent possible ser- 
vice to both patient and physicians, and to seeing 
that the clinic, in general, runs smoothly and in 
an orderly fashion. The clinic manager, besides 
expediting the mechanical procedures of clinic 
management, such as registration of patients, 
preparation of records for physicians, making of 
return appointments, etc., serves in the important 
capacity of guiding patients through the many 
complicated steps, often so confusing to the pa- 
tient, in clinic medical care. The manager should 
see that patients are properly directed to other 
departments to which they are referred or trans- 
ferred, that special clinic procedures and fees are 
made clear. She should re-emphasize to patients 
the importance of keeping return appointments 
and completing referrals. Here, as in the admit- 
ting department, emphasis should be placed on 
adequate interpretation to the patient to the end 
that he will be encouraged to complete the med- 
ical care outlined for him. Many patients are be- 
wildered and discouraged by the numerous steps 
through which they must go in a busy clinic 
before diagnosis is completed and relief obtained. 
Help given at this point will clarify procedures 
and recommendations and often bring back pa- 
tients who might otherwise not return. The time 
of clinic physicians and resources of the clinic can 
be utilized advantageously only in so far as patients 
carry through on treatment recommendations. 


The clinic manager will be readily available to 
answer all questions raised by patients as she is 
able, and refer problems not within her province 
to the medical social worker, admitting worker, 
or other persons who are qualified to deal with 
them. She is, in reality, a liaison person between 
physician, nurse, social worker, and other person- 
nel giving service to patients. Her chief function 
is to integrate as closely as possible all special 
services rendered patients so that his medical 
care will be as effective as possible. It is important, 
however, that the secretary convey to patients 
the feeling that she is interested in helping each 
one with his individual problems, and that she 
is not concerned only with keeping the machinery 
operating. An able secretary must have insight 
and understanding of the individual needs and 
problems of the heterogeneous group which com- 
prises the ordinary clinic clientele. 


Long waiting periods cannot always be avoided 
in clinics and are often caused by unexpected ab- 
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sence or tardiness of physicians. Needless to say, 
it is discouraging and irritating to patients to wait 
a long time before being seen. It often causes re- 
sentment toward the clinic and the physicians, or 
may influence patients against returning for com- 
pletion of their care. It is again the responsibility 
of the secretary to attempt to placate irate pa- 
tients, to interpret to them the reasons for delay, 
and to make them feel that the clinic is interested 
in them and trying to help them. 


In addition to facilitating service for patients, 
the clinic manager has the important responsi- 
bility of facilitating mechanics for the clinic physi- 
cians. She should see that all referrals are carried 
out before the patient returns for his next visit, 
that records reach the physicians promptly in 
clinic, that he is relieved of all unnecessary cler- 
ical duties, that procedures and policies are inter- 
preted to him, that difficult situations with 
patients are adjusted, if possible, before they see 
him, and that, in general, the clinic is so organized 
that the limited time which the physician can 
spend in clinic may be utilized to the fullest extent 
in professional care of the patient. She should also 
work closely with the chief of the service in the 
development of the particular department, and 
bring to his attention medical administrative and 
organizational problems with which he should 
deal. 


The qualifications for clinic managers vary in 
different institutions. In some clinics medical so- 
cial workers or nurses combine the management 
responsibility with their other professional func- 
tions, while in other places well-qualified nonpro- 
fessional persons have been used in this capacity. 
In our own clinic we have tried each plan, but at 
the present time are using mainly nonprofession- 
als as clinic secretaries. Social workers and nurses, 
by virtue of their training and experience, have 
many skills valuable in the management of a 
clinic, but the clinic does not utilize to the fullest 
extent the special services for which persons have 
been professionally trained if they are assigned to 
other responsibilities. We believe that it increases 
efficiency and decreases cost if persons trained for 
certain functions perform those functions only in- 
stead of spreading their energies. We have found 
that with adequate training and orientation, a 
very satisfactory job of management can be done 
by persons with a good general academic back- 
ground (preferably an A. B. degree), some experi- 
ence in work involving contacts with the public, 
and personal qualifications and ability which suit 
one for a position of this kind. 


Volunteers 


I should like to discuss briefly, before closing, 
the important contribution which I believe volun- 
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teers have made and can continue to make to 
clinic programs. In speaking of volunteers I wish, 
for purposes of our present discussion, to exclude 
the board group on whose services and advice we 
are constantly dependent, and to consider only the 
non-board volunteers who are giving service to 
clinics and hospitals in large numbers in the larger 
communities. 


Volunteers are important to us for two reasons 
—first, and practically speaking, in terms of dol- 
lars and cents as they represent savings by work 
done which otherwise would have to be delegated 
to paid personnel; and second, and equally im- 
portant, the community interest and cooperation 
which they represent and which is essential to 
the maintenance of all social agencies. In addition 
to their own interest, volunteers in a hospital are 
liaison agents between your institution and the 
general community. These persons, if properly 
prepared, can do for you an excellent job in 
cementing public relations and interpreting your 
program to the communities from which they 
come. No better method can be found, if properly 
utilized, for enlisting community interest and 
support of your program. 


There are numerous jobs within a clinic which 
can be assigned to volunteers. It is important that 
they be properly trained and given work which 
is essential to operation and not made work. In 


our clinic a two-week training course is held each 
month for new volunteers, after which they are 
assigned by the supervisor of volunteers to clinics 
where they are responsible for much of the cler- 
ical detail—registering patients, preparing records 
for doctors, making return appointments, etc.— 
under the supervision of the clinic manager, all of 
which constitutes an important cog in the ma- 
chinery. To assure continued interest and regular- 
ity of service, it is important that the volunteer 
see clearly the relationship of the job to which 
she is assigned to the clinic organization as a 
whole and her place in the total picture. She is 
expected to assume a professional attitude and 
responsibility for her work. Successful service 
from volunteers depends largely on the training 
and orientation which is given them in the begin- 
ning as well as making certain that interesting, 
regular work is provided for them. Lack of inter- 
est and frequent turn-over on the part of volun- 
teers is, more often than not, the fault of the clinic 
itself. It has been our experience since Pear! 
Harbor that women in the community are, more 
than ever before, anxious to give service where it 
is needed. It is our responsibility to utilize this 
service which is so generously being offered to 
the fullest extent possible, and to insure that this 
increasing community interest and helpfulness 
will be permanent. 
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Prestige Endorsements 


ABRAHAM OSEROFF 


This is the second article in a series describing media of public relations successfully adopted by the Hospital Service 
Association of Pittsburgh. In the next article Mr. Oseroff will tell how radio has been used by the Pittsburgh Plan. 


HEN A SERVICE is taken for granted by the 
YJ communis it may be considered a trib- 

ute to the very nature of that service. 
On the other hand, to maintain the best possible 
functioning of hospital service the thoughtful ad- 
ministrator must see to it that the community is 
regularly awakened to accomplishments. In the 
Hospital Service Association of Pittsburgh we 
have found that prestige endorsements not only 
tend to arouse the community, but in addition 
serve as an excellent means for creating good will 
and local pride in our work. 


The staging of an event is one of the most im- 
portant methods of generating public interest and 
so we took the occasion of our fifth anniversary to 
summarize our activities, indicate the progress 
made, and once again to educate our public in 
some measure to the possibilities inherent in our 
service. As a highlight of this celebration we de- 
cided that objective reactions to our work by per- 
sons prominent in the life of the nation would 
serve to stimulate a deeper appreciation for the 
hospital-sponsored movement and would also in- 
cidentally—but not so incidentally—increase our 
enrollment. 


Whom to Contact 


The first question naturally was—who are those 
who can and will serve the cause in this way? It 
is obvious that while there are a great many per- 
sons prominent in the life of the nation, discrim- 
inate selection is essential. Notables in the field of 
public health were at once suggested, but as our 
public relations department went deeper into the 
question, it was seen that outstanding leaders of 
the national, state and local governments should 
also be asked to comment on our service. For with 
the heart and mind of every individual in the com- 
munity now concentrated upon the war, it was ap- 
parent that a statement would have to be made on 
the relationship of our work to the war program. 


Knowing then whom to contact, we made up a 
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@ Abraham Oseroff is Vice-President of the 
Hospital Service Association of Pittsburgh 
and Director of the Montefiore Hospital, 
Pittsburgh, Pennsylvania. 








list of desired “celebrities” and proceeded to go 
after them. Those leaders known to us personally 
were seen directly while those known only by 
reputation were approached indirectly. 


The period of negotiations which followed may 
be characterized as one in which we presented our 
credentials for evaluation. Pertinent aspects of 
our service were submitted to these personages, 
and once satisfied that we were performing an im- 
portant service to the community, glowing en- 
dorsements were forthcoming. 


“I take this opportunity to extend my felicitations on 
your fine record of public service and send best wishes 
for your success in the future.” 
(Signed) Cordell Hull 
Secretary of State 
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“Good health is necessary to our war effort. We must 
keep fit for work and service at all times. And so I con- 
gratulate the citizens of Western Pennsylvania, and the 
ninety-five community hospitals sponsoring the Hospital 
Service Association of Pittsburgh, upon the enrollment 
of over a half million members.” 


(Signed) Paul V. McNutt 
War Manpower Chairman 


Secretary of State Cordell Hull took the oppor- 
tunity of extending his felicitations on our “fine 
record of public service.” Secretary of the Navy 
Knox sent us his best wishes and stated that, “Or- 
ganizations such as yours all over the country 
have done much toward contributing to the peace 
of mind and sense of security of America’s war 
workers. Among your half-million enrolled mem- 
bers are men and women who are helping estab- 
lish production records which have made Pitts- 
burgh a vital center of our war effort.” War Man- 
power Chairman and Federal Security Adminis- 
trator Paul V. McNutt congratulated the citizens 
of Western Pennsylvania and said, “Good health 
is necessary to our war effort. We must keep fit 
for work and service at all times.” Dr. Thomas 
Parran, Surgeon General of the U.S. Public Health 
Service, pointed out that the “Hospital Service 
Association of Pittsburgh with its 95 community 
hospitals and 500,000 members is on a sector of 
our famous industrial front. Many of those half- 
million members belong to America’s industrial 
fighting forces . . . And I urge the extension of 
Blue Cross services throughout the United States 
as a necessary part of our fight to win this war.” 
Similar commendations were received from Wen- 
dell L. Willkie, from the Governor of the State of 
Pennsylvania, and from others. 


The Time Element 


In attempting a public relations program featur- 
ing prestige endorsements, it is essential that suffi- 
cient time be allowed to plan and acquire these 
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statements. In our testimonials we started nego- 
tiations approximately six months prior to the 
occasion of our fifth anniversary celebration. Emi- 
nent figures such as those cited above are busy in- 
dividuals. Give them ample time to study your re- 
quest and the results are likely to be gratifying. 
But wait until the day before your scheduled cel- 
ebration and send urgent wires asking for a state- 
ment and we predict the results will be most dis- 
appointing. Our experiences have taught us, on 
the other hand, that no matter how busy the 
“celebrity” may be, he will under reasonable cir- 
cumstances, cooperate willingly with a worth- 
while effort. 


Use of Photographs 


Once a statement has been delivered it must not 
be assumed that permission is also given to repro- 
duce that statement with the giver’s picture. Pub- 
lic relations men have sometimes discovered this 
restriction to their everlasting regret. Unquestion- 
ably there are some who never encountered diffi- 
culty in this respect. Our position has been to as- 
sume nothing, but to notify each endorser in writ- 
ing that we plan to use his photograph in connec- 
tion with his statement. 


The thought may arise that we are over-cautious 
when we seek additional permission for the repro- 


“In wartime it becomes the personal duty of every indi- 
vidual to guard his health so that he will be capable of 
doing everything his country asks. No man or woman can 
do his best work if he is laboring under the burden of 
worry—either over his family or himself. Organizations 
such as yours all over the country have done much to- 
ward contributing to the peace of mind and sense of 
security of America’s war workers. Among your haltf- 
million enrolled members are men and women who are 
helping establish production records which have made 
Pittsburgh a vital center of our War effort. 


“Congratulations to the Hospital Service Association of 
Pittsburgh on its fifth anniversary.” 
(Signed) Frank Knox 
Secretary of the Navy 
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“The Hospital Service Association of Pittsburgh with 
its ninety-five community hospitals and 500,000 members 
is on a sector of our famous industrial front. Many of 
those half million members belong to America’s industrial 
fighting force. 


“The health of industry’s workers is as important as their 
skill on the production line. Last year our industries 
lost 400,000,000 working days because of illness and 
accident. This year we dare not allow lost working days 
to mount through neglect of sickness. Hospital insurance 
is one of the means by which we can prevent this waste. 
The Blue Cross plan is making a highly practical con- 
tribution to America’s health and stamina. 


“I congratulate the Hospital Service Association of Pitts- 
burgh at this fifth anniversary. And I urge the extension 
of Blue Cross services throughout the United States as 
a necessary part of our fight to win this war.” 


(Signed) Thomas Parran 
Surgeon General 


duction of the prominent person’s likeness along 
with his comment. But there have been too many 
abuses of this privilege. Unattractive images of 
important persons have been used; for want of 
something better, uncomplimentary pictures of 
the celebrity have been dug out of newspaper 
morgues; and for want of a good glossy print, half 
tones have been photographed with consequent 
imperfections. 


By all means take the trouble to obtain the best 
possible print of the distinguished person—even 
if it necessitates the expenditure of considerable 
time and effort. On one such occasion we spent 
more time tracking down a suitable photograph 
than we did in obtaining the original statement. 
If all ready sources have been exhausted, notify 
the notable directly of your need. It was interest- 
ing to discover that, contrary to common belief, 
many persons prominent in public life have mod- 
estly refrained from having a portrait photograph 
taken. Yet they will go on, day after day, squirm- 
ing in discomfort over hastily snapped pictures 
Which are reproduced in the newspapers when- 
ever they make a public pronouncement. 
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Color Photographs 


Colored reproductions are coming more and 
more into usage, and it is well to consider this pos- 
sibility when preparing a program of prestige en- 
dorsements. A black and white photograph will 
give no indication of the color of the eyes, the 
color of the hair, or the tint of the skin, although 
specific knowledge of these traits are necessary 
for honest lithographic representation. We were 
confronted by this very problem since we had 
planned to use the pictures of our endorsers and 
their statements on a series of four colored posters 
in displays connected with our anniversary cel- 
ebration. The expedient solution, we decided, was 
not to trouble these gentlemen with queries con- 
cerning their personal features but to consult a 
public library. From encyclopedias, biographies, 
and national magazines we obtained the desired 
information. Our printers were then able to 
achieve authenticity. 


Ethics Involved in Prestige Endorsements 


A lay person becomes quite indignant when he 
discovers a theatrical producer so unethical as to 
loudly advertise only the first five words of the 
renowned critic’s review which reads, “This is a 
good show to avoid.” Not the slightest imitation 
of such a practice is permissible in our field. If you 
should be so unfortunate as to receive a disap- 
pointing statement from one who has not fully 
gained an appreciation of your service, it is en- 
tirely unethical to excerpt portions for the pur- 
pose of creating a positive impression. In such a 


“My heartiest congratulations to the Hospital Service 
Association of Pittsburgh on its fifth anniversary and to 
the more than 500,000 members now enrolled. 

“We cannot emphasize too frequently in critical times 
such as these the importance of a physically strong and 
fit nation. This is a total war, and all of us must be in 
shape to do our part. Any effort directed at that goal 
should have wholehearted support.” 


(Signed) Wendell L. Willkie 
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case the only feasible thing is to file the comment 
away unused. One is not compelled to publicize 
a confused utterance, but by the same token one 
cannot in all honesty remove a sentence from such 
context which will in itself create a favorable im- 
pression, or which will tend to impart a good re- 
port to the residual copy. 


It is often necessary—due to printing limitations 
—to use only a part of the statement given. In 
such a case it is acceptable to use excerpts, but 
again the sum total effect must not be contrary to 
the dominant thought of the statement. For in- 
stance, we found among our endorsers several 
who were so enthusiastic over the service we were 
performing for the community that of their own 
volition they went into detail regarding our con- 
tribution to health and the war effort. Appreci- 
ative as we were, practical considerations forced 
us to use only excerpts. Whenever copy was de- 
leted, however, we indicated this by using three 
dots as (.. .). This symbol is recognized generally 
as a sign that extraneous material has been left 
out of the quotation. 


Use of Prestige Endorsements 


Our program when completed consisted of re- 
producing the given statements in (1) fifth anni- 
versary brochures, (2) newspaper publicity, (3) 
four colored lithographed posters, (4) displays, 
(5) radio programs, (6) movie newsreel, and (7) 
part of an anti-cancellation campaign. It is utter 
short-sightedness to devote time and effort to- 
wards securing prestige endorsements and then 


limit their use to one or two releases. For the de- 
sired effect a thorough follow through is as neces- 
sary as a determined beginning. 


The Hospital Service Plan Commission was im- 
pressed by our program of prestige endorsements 
and sent samples of our work to all member 
Plans. We received many requests for permission 
to reprint these statements. The requests ranged 
from the intention of reprinting all of the endorse- 
ments word for word, save for the substitution of 
the name of their particular plan for the Hospital 
Service Association of Pittsburgh, to the use of 
excerpts from certain of the endorsers. Although 
there were implications in the statements we had 
received that all Associations such as ours were 
deserving of commendation, we did not feel we 
had the right to grant reprint privileges. 


We placed this situation before the Hospital 
Service Plan Commission through which blanket 
permission was secured for the use of these en- 
dorsements by all approved hospital service Plans. 
We were then able to furnish copies of our pre- 
pared literature in desired quantities to all inter- 
ested Plans. In the instance of the four colored 
posters, we supplied 18 different Plans with ap- 
proximately 15,000 posters at considerable saving 
to each organization. 


Prestige endorsements are an excellent means 
of stimulating community interest in hospital 
service. When careful planning and discrimination 
are followed by good ethics and wise usage such 
endorsements afford a very worth-while medium 
of public relations. 
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New Method of Administering Morphine 


Because of the critical shortage of tin, the U. S. 
Office of Civilian Defense has been unable to 
procure syrettes for administration of morphine 
by physicians of Emergency Medical Service. To 
meet this serious difficulty, a new device using 
glass and plastic has been developed. 


This device consists of a small, sealed-glass 
ampule containing “gr. or Ygr. of morphine in 
solution. This solution is under sufficient pressure 
to eject the entire contents. A piece of transparent 
plastic tubing encloses the neck of the ampule and 
connects it to the hub of the needle. The shaft of 
the needle is enclosed in a small glass tube, to 
which is attached a stylet. At the hub of the needle 
within the plastic tube is a small filter. 


Following is the method of using the ampule: 


1 The body of the ampule is grasped in the right 
hand. 


2 The glass tube protecting the needle is with- 
drawn by a twisting and pulling movement of 
the fingers of the left hand. 


3 With the needle pointing down and the body 
of the ampule vertical to the skin, the needle 
is inserted by jabbing it under the skin. 


4 When the needle is in place, and with the 
ampule vertical to the skin, pressure is ex- 
erted with the thumb and two fingers on the 
plastic tubing to break the neck of the ampule. 
It is important that the ampule be held ver- 
tical to the skin, in order that morphine may 
not be lost by improper technic. 


5 The pressure within the ampule ejects the con- 
tents. The filter prevents glass splinters from 
clogging the needle. 


6 When the ampule is empty, the needle is with- 
drawn and the whole device is discarded. 
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The Pharmacy in Wartime 


E. F. KELLEY 


N ORDER that the profession of pharmacy might 

have a peacetime picture against which to com- 

pare the changes that the present emergency 
has or may bring about and from these changes to 
correctly determine trends and effects as far as 
this is possible, the American Pharmaceutical As- 
sociation recently distributed a chart giving in- 
formation about the profession and its personnel 
from which the following is abstracted. 

1 

In 1940 there were 57,903 pharmacies serving 
the people of the country or 1 to 2270 persons as 
compared to 58,258 in 1929 or 1 pharmacy to 2107 
persons. These data indicate that the number of 
pharmacies was decreased during that decade and 
that the average number of persons each phar- 
macy served was increased from 2107 to 2270. 

2 

The names of approximately 107,000 pharma- 
cists were on the registers of the Boards of Phar- 
macy of the forty-eight states and the District of 
Columbia in 1940, as compared to approximately 
105,000 in 1930. It has been estimated that about 
one-fourth of these represented registrations by 
pharmacists in more than one state and also regis- 
trations by pharmacists who had entered other 
occupations or had retired from practice. 

3 

In 1940, the Census of Occupations reported 
that 81,924 pharmacists were in active practice in 
this country of which number 78,708 were men 
and 3216 (approximately 4 per cent) were women. 
This census count confirms the estimate that about 
one-fourth of the pharmacists who kept up their 
registration were not in active practice. In one 
state a study, made in the spring of 1942, showed 
that of 2308 pharmacists on the register, 473 were 
not located in the state, 364 were in other occupa- 
tions or were retired, 31 were in the armed forces 
leaving only 1440 in active practice. 

Assuming that all of the pharmacists in active 
practice serve in pharmacies there are 1.4 phar- 
macists per pharmacy while the pharmacy laws of 
every state require that each pharmacy shall be in 
charge of a registered pharmacist during the time 
it is open for service. 

4 
About 2.6 per cent of the pharmacists in prac- 
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tice are lost each year by death, retirement or 
entry into other occupations. This means that an 
average of 2126 pharmacists must enter the pro- 
fession each year to maintain the active personnel 
at the 1940 level of 81,924. 

5 

In 1940, pharmacists registered by examina- 
tion numbered 2387 and since this number in- 
cluded duplicate registrations, it is evident that 
the registration was somewhat less than the re- 
quired replacement. The average number regis- 
tered by examination over the last six years is 
2508. A number of pharmacists are also registered 
each year and in practically every state by reci- 
procity but since the “ins” and “outs” equal each 
other nationally, this represents only a shift in 
the personnel between states and not an addition 
to the total. 

6 

In 1940, every state in the Union with the ex- 
ceptions of Massachusetts and Vermont, and the 
District of Columbia required graduation from an 
approved school or college of pharmacy, giving a 
standard four-year course as a prerequisite to 
registration as a pharmacist. In the future, the 
number of pharmacists graduated will more 
closely approximate the number registered and, 
therefore, the recruits to the profession. 

7 

In 1940, there were 70 schools and colleges of 
pharmacy offering the standard four-year course, 
of which number 67 had applied to the American 
Council of Pharmaceutical Education for accred- 
itation and 54 had been accredited. 

In 1942, there were 68 schools and colleges of 
pharmacy offering the standard four-year course 
of which number 66 had applied for accreditation 
and 63 had been accredited. The progress made in 
bringing these institutions into closer compliance 
with the accepted standards is very encouraging. 

8 
In 1940, a total of 8945 students were enrolled 
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in the schools and colleges of pharmacy, of whom 
7945 were men and 1000 were women. In 1942, 
there were approximately 8800 students enrolled 
of whom about 7700 were men and 1100 were 
women. This latter enrollment represents a loss 
of about 13 per cent in the freshman class and 
a 5 per cent loss in the total enrollment as com- 
pared to 1941. 

9 


A total of 1511 students were graduated in 
1940 which is the lowest number during the last 
seven years. The average number of graduates dur- 
ing these seven years is about 1650. This means 
that the number of pharmacists graduated over the 
last seven years has not equalled the normal re- 
placement requirements. 


10 


In 1940, there were, generally speaking, no un- 
usual shortages in the supply of drugs and medical 
supplies required for our armed forces or for our 
civilian population. 


Pharmacists in Wartime Service 


In 1940, when the conditions outlined above were 
in effect, this country was not at war and the pro- 
fession of pharmacy was operating in a peacetime 
basis. When the Selective Service and Training 
Act became operative, the.profession took the posi- 
tion (1) that it was obligated to supply the phar- 
macists who would be required to furnish an ad- 
equate pharmaceutical service to our armed forces 
and asked only that those inducted should be care- 
fully selected in order to interfere as little as 
possible with civilian service, and (2) that since 
the number of graduates in pharmacy had not 
equalled the normal replacement for several years 
past, teachers and students of pharmacy should be 


given careful consideration for deferment as rec-" 


ommended by the officials of their institutions. 


Acting under Memorandum (1-62) which was 
issued by the Selective Service System on April 
22, 1941, the selection and deferment of pharma- 
cists and teachers and students of pharmacy has 
operated in general in accordance with the posi- 
tions outlined above until the recent months. 


Since 1940, the American Pharmaceutical Asso- 
ciation has carried on a continuous study of the 
situation with the cooperation of the state associa- 
tions, the boards of pharmacy and the schools and 
colleges of pharmacy. Nearly all of the states have 
undertaken a more comprehensive survey in 1942 
and some of the reports have been completed and 
filed. 


Comparison of Conditions Existing in 1940 
With Those of 1942 


It will be interesting to compare as far as the 
information is available, the conditions existing 
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in 1940 with those of 1942 in order to determine the 
effects of the emergency. 
1 

Almost all of the reports show a decrease in 
the number of pharmacies and indicate that the 
decrease is due to the increasing difficulty in ob- 
taining the services of pharmacists. 

The average decrease, so far reported, is about 
6 per cent as compared to 1940 and another inter- 
esting development is that a number of pharma- 
cists are surrendering their pharmacy permits and 
will operate as general stores which they can do 
without the services of a pharmacist. 

2 and 3 

Almost all of the reports also show a de- 
crease in the number of pharmacists in active 
practice due to service in the armed forces or in 
other activities. It is expected that the armed 
forces on the basis of an army of 3,600,000 will 
absorb about 7200 of the 81,924 pharmacists in 
active practice during the current year, or about 
9 per cent, and this number will increase propor- 
tionately as the army is increased. It should be 
remembered that this represents a net loss to the 
profession even under the accelerated program 
since the registrations over the last seven years 
has not equalled the losses by death, retirement 
and entry into other activities. 

4 

The registration by examination in 1942, was 

about 2300 as compared to 2387 in 1940. 
“ 

Since 1940, Massachusetts had adopted a pre- 
requisite law, leaving only one state, Vermont, 
without such legislation. 

6 

As previously stated, registration by reciproc- 
ity represents a shift in personnel between the 
states and not an addition and there is no indica- 
tion of any change in the usual procedure. 

7 

The number of graduates in pharmacy in 1942 
was approximately 1700 as compared to 1511 in 
1940 and the increase represents the larger enroll- 
ment, in part at least, of 8569 students in 1938-1939 
as compared to 8190 students in 1937-1938. 

8 

Approximately 1700 pharmacists were gradu- 
ated in 1942. Since a majority of the schools and 
colleges of pharmacy have accelerated their 
course, it is expected the number of graduates 
per year will be increased proportionately. 

9 

A number of acute shortages in important 
drugs and medical supplies have occurred since 
1940; notable are agar, quinine and other cinchona 
alkaloids, tannic acid, caffeine and theobromine. 


Shortages of Drugs and Medical Supplies ~-— 


At the same time, the organization to deal with 
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actual or threatened shortages in drugs and med- 
ical supplies has been extended and strengthened, 
and very important steps have been taken to in- 
crease home production of these necessary items, 
to decrease or limit their use, or to replace those 
that cannot be imported or produced in this coun- 
try. As an instance, the Bureau of Plant Industry 
of the Department of Agriculture is cooperating 
in the growth of crude drugs in this country. 


The Board of Economic Warfare, through its 
Import and Export Divisions and in cooperation 
with the Lend-lease Administration, is controlling 
the unfinished and finished stocks flowing into and 
out of this country. 

The War Production Board, through its priori- 
ties and allocation systems, is controlling the flow 
and production of finished and unfinished stocks 
in the country, and is making every possible effort 
to prevent hoarding and unwise purchasing. 


The Office of Price Administration is controlling 
prices and preventing any increases as compared 
to prices in effect in March 1942 except where such 
increases are justified. 


The Consumer Divisions of the War Production 
Board and of the Office of Price Administration 
are keeping a check on all of these operations to 
see that the requirements of the civilian population 
is interfered with to the least extent possible, in 
meeting the requirements of the armed forces, the 
Lend-lease Administration and other government 


agencies that require drugs and medical supplies. 


At the request of the War Production Board, 
the National Research Council organized a Com- 
mittee on Drugs and Medical Supplies consisting 
of physicians and pharmacists and a chemical 
manufacturer, to act as advisers in respect to the 
essentiality of any drugs and medical supplies, 
how best to increase production, how best to limit 
or prevent their use, or how best to replace those 
which cannot be imported or produced. Liaison 
representatives from all of the government agen- 
cies interested in drugs or medical supplies attend 
other than executive meetings of the Committee, 
and subcommittees have already been appointed on 
Essential Drugs and on Hospital Supplies and 
Equipment. This organization will be expanded as 
this becomes necessary in the great effort to insure 
that our armed forces, our civilian population and 
our allies have available the drugs and medical 
supplies which may be required in the successful 
prosecution of the war and in the maintenance of 
the public health and welfare. 


Pharmacy has already felt the impact of the war 
program on its pharmacies, its pharmacists and on 
the drugs and medical supplies which the profes- 
sion requires. So far, however, the profession has 
met the requirements of the armed forces for phar- 
macists and for drugs and medical supplies and 
has maintained its civilian service on a level which 
apparently is reasonably satisfactory to the public. 





Victory Student Nurse Corps 


Proposal for a Victory Student Nurse Corps has 
been submitted to Paul V. McNutt, Federal Secur- 
ity Administrator, by the Health and Medical 
Committee, Office of Defense Health and Welfare 
Services. Basis of the proposal is an effort to meet 
the critical shortage of military, governmental and 
civilian nursing services by providing a practical 
means of reaching the 65,000 student nurse quota 
recently announced. 


Tentative provisions of the Victory Student 
Nurse Corps plan include a distinctive insignia, 
maintenance and stipends for students, and utiliza- 
tion of a portion of senior students in military and 
other governmental hospitals. The plan would be 
administered by the U. S. Public Health Service 
as an expansion of its present nursing education 
program. It was presented to the Health and Med- 
ical Committee by Dr. James A. Crabtree, execu- 
tive secretary, upon recommendation of the Sub- 
committees on Nursing and Hospitals. 


Included in the proposal is the condensing of 
the required training period for student nurses 
from 36 months to 30 or 24 months. Maintenance 
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would be provided throughout the training period. 
Any student enrolled in a participating school of 
nursing after January 1, 1941 would be eligible to 
volunteer for the corps. Members would agree to 
serve wherever needed for the duration of the 
war and six months thereafter. 


Upon graduation, nurses would either enter the 
armed forces with full rank and pay of Second 
Lieutenant or Ensign, or would be assigned to 
governmental or civilian nursing services essential 
to the war effort. 


“Current aid from the U. S. Public Health Ser- 
vice for undergraduate nurse training is inade- 
quate to meet wartime nursing needs,” says Dr. 
Thomas Parran, Surgeon General, U. S. Public 
Health Service. “Future quotas of the Army and 
Navy cannot be met from the current nurse supply 
without a threatened collapse of nursing care for 
the civilian population.” 


Mr. McNutt is giving serious consideration to the 


plan and stated, “More nurses must be trained. 
Nurses are essential.” 
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Status of Hospital Employees Under 
War Manpower Commission 


Office of Defense Health and Welfare Service 
Washington, D. C. 


February 12, 1943 
Dr. Bert W. Caldwell 
Editor of HOSPITALS 
Chicago, Illinois 


Dear Doctor Caldwell: 


The recent order of the War Manpower Commission, in respect to the transfer to essential 
industry of men within draft age not now engaged in essential occupations, has given rise to 
considerable apprehension on the part of hospital and health authorities because of the losses 
of personnel occasioned by individual interpretations of the order. 


The correspondence which we have received from hospital administrators and health offi- 
cials relative to this matter reflect a rather widespread helief that the institutions which they 
represent are not considered by the officials of the War Manpower Commission as essential. 
The facts, however, as reflected in the records of the Commission are quite to the contrary. 


Several months ago the War Manpower Commission issued a list of Essential Activities, this 
list to serve as a basis for overall manpower policy, including that of Selective Service. This 
list of essential services includes 35 broad groups of activities, one of which is titled “Health 
and Welfare Services” and includes the following: “Offices of physicians, surgeons, dentists, 
oculists, osteopaths, podiatrists, and veterinarians; medical and dental laboratories; hospitals; 
nursing services; institutional care; auxiliary civilian welfare services to the armed forces; 
welfare services to civilians.” 


The Commission has also prepared and issued through Selective Service a list of non-deferrable 
activities and occupations. This list designates certain activities where all occupations contained 
therein are considered non-deferrable and thus non-essential. It also designates certain occupa- 
tions which are considered non-deferrable, regardless of the activity in which they may be found. 
These occupations are: “Bar cashier, bar boy, bartenders, bath house attendants, beauty oper- 
ators, bellboys, bootblacks, bus boys, butlers, charmen and cleaners, cosmeticians, custom tailors, 
custom furriers, dancing teachers, dishwashers, doormen and starters, elevator operators (pas- 
senger and freight—excluding industrial freight elevators used in connection with production), 
elevator starters (passenger and freight), errand boys (including messengers and office boys), 
fortunetellers (including astrologers, clairvoyants, mediums, mind readers, palmists, etc.) , gar- 
deners, greenkeepers, groundkeepers, housemen, hair dressers, lavatory attendants, messen- 
gers, errand boys, office boys, newsboys, night club managers and employees, porters (other 
than those in railroad-train service), private chauffeurs, soda dispensers, ushers, valets, waiters 
(other than those in railroad-train service) .” 


Obviously, there are certain occupations in the above list (elevator operators, groundkeep- 
ers, porters, waiters) which are found in hospitals and other health organizations. These same 
occupations are found in most all other “Essential Activities.” The policy of the War Manpower 
Commission, however, is based upon the premise that irrespective of the activity, whether in 
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an ordnance plant or a hospital, the functions of this specific occupational group in question 
can be reasonably discharged through the employment of persons not eligible for military 
service. 


The status of a hospital employee in relation to Selective Service is in no way altered merely 
by his transfer to some other essential activity, such as aircraft or ordnance production. His 
status is changed only when he transfers from a non-deferrable to a deferrable occupation. 


In summary then, except for the non-deferrable occupations, the position of employees of hos- 
pitals and other health services in relation to Selective Service liability is exactly the same as it was 
before the recent order of the War Manpower Commission. 


If you believe that this statement, which I may say has been approved by the War Man- 
power Commission, will serve a constructive use, you may want to publicize it through an 
early issue of your Journal. r. 

Sincerely yours, 


JAMES A. CRABTREE, M.D. 
Executive Secretary 
Health and Medical Committee 


> 
> 





Governor John W. Bricker to the Hospitals of Ohio 


State of Ohio 
Office of the Governor 


Columbus 
January Twenty-first, 1943 


The Ohio Hospital Association 
1930 A I U Building 
Columbus, Ohio 


Gentlemen: 


Among the unsung heroes created by the war are the thousands of persons in Ohio who con- 
stitute that large army which ministers to the sick—the hospital employes. Scores of doctors 
and nurses have gone into uniform. At the same time the hospital load has increased tremen- 
dously. In the four year period from 1938 to 1942 the total patient days of care has increased 
from 3,342,684 to 5,674,142. 


Hospital employes have a right to feel that their arduous tasks and frequent long hours are 
definite contributions toward winning the war. They are enlisted in a vital humanitarian ser- 
vice. This is likewise true of those hundreds of patriotic women who serve without pay in 
hospitals as volunteer nurse aides. This unselfish service frees nurses and other technically 
trained personnel to do the more important tasks for which their training qualifies them. 


Maintenance of civilian health is as much a part of the war effort as the manufacture of weap- 
ons. Surely the boys in the armed forces, scattered the world around, want the peace of mind 
which is born of knowledge that loved ones back home who may suffer accidents or illness, 
have adequate attention in our hospitals. Surely the war production effort itself would suffer 
if the hospitals were not prepared to care for war workers and their families when they have 
accidents or become ill. 


As Governor of Ohio, and in the name of all its citizens, I am happy to take this opportunity 
to express the feeling that hospital employes are worthy of this citation of merit, and to urge 
them to carry on this important phase of the nation’s all-out war effort. 


Sincerely yours, 
John W. Bricker 






Editenial Council 


BERT W. CALDWELL, M.D. 
Sditos 


G. HARVEY AGNEW, M.D. 


Secretary, Department of Hospital Service 
Canadian Medical Association 


Toronto, Ontario, Canada 


ASA S. BACON 


Superintendent Emeritus, Presbyterian Hospital 


Chicago, Illinois 


E. M. BLUESTONE, M.D. 


Director, Montefiore Hospital 
New York, New York 


NATHANIEL W. FAXON, M.D. 


Director, Massachusetts General Hospital 


Boston, Massachusetts 


S. R. D. HEWITT, M.B. 


Superintendent, St. John General Hospital 


St. John, New Brunswick, Canada 


ROBERT JOLLY 


Superintendent, Memorial Hospital 


Houston, Texas 


MALCOLM T. MacEACHERN, M.D. 


Associate Director 
American College of Surgeons 


Chicago, Illinois 


CHRISTOPHER G. PARNALL, M.D. 


Medical Director, Rochester General Hospital 
Rochester, New York 


JOHN E. RANSOM 


Lusby, Maryland 


WINFORD H. SMITH, M.D. 


Director, John Hopkins Hospital 


Baltimore, Maryland 


FREDERIC A. WASHBURN, M.D. 


Director, Cambridge Hospital 


Cambridge, Massachusetts 


NORBERT A. WILHELM, M.D. 


Superintendent, Peter Bent Brigham Hospital 


Boston, Massachusetts 
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Editawials 


Tightening Hospital a 


The Wall Street Journal has recently completed 
a survey of hospitals and health services in the 
metropolitan areas throughout the country. 


In a leading article in its issue of February 17, 
the Journal concludes that “Hospitals are strug- 
gling to maintain a maximum of service with a 
minimum of workers. So far, however, all this 
has meant inconvenience rather than any impair- 
ment of public health.” The Journal’s survey shows 
that to meet a most difficult situation hospitals 
throughout the country are “trying every device 
they can think of to stretch available manpower 
and to make use of whatever volunteer help can 
be found.” 


Acute shortage of physicians and the serious 
shortage of nurses permits of an unsatisfactory so- 
lution to this increasingly important problem. But 
what is of more serious consequence is the inability 
of our hospitals to secure and retain cooks, dieti- 
tians, kitchen and housekeeping help, orderlies 
and attendants. The turnover among these classes 
of employees has mounted to more than 20 per 
cent per month. The average age of employees, the 
survey shows, has increased from 28 to 44 years. 


In spite of liberal increases in the wage scale 
hospitals are unable to stabilize their personnel. 
In cities where unemployment is large, hospitals 
find great difficulty in securing unskilled labor. 
And enrollment in nurses’ training courses has 
been disappointing. 


To meet the situation hospitals are resorting to 
the use of volunteers in large numbers. In Cleve- 
land, an organization including lawyers, bankers, 


business and professional men are giving a portion 
of their time to volunteer work as orderlies and 
attendants in the City Hospital. Another hospital 
states that it would be difficult to continue opera- 
ion without the increasing use of volunteers. 
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In Los Angeles, professional services are ra- 
tioned and hospitals are only admitting patients 
who must have immediate attention. The hospitals 
are using every foot of space available for the care 
of patients. Length of stay in a hospital is under 
strict control. In all cities the shortage of nurses 
is emphasized. Many services performed by profes- 
sional hospital people are delegated to nonprofes- 
sional employees. Elective services are eliminated 
and only those services essential to the satisfactory 
care of the patients are provided. 


The patients are accepting the situation most 
graciously and are cooperating by reducing their 
requests for personal services. There has been no 
noticeable increase in the hospitals’ mortality in- 
cidence. 


The replacement and repair of equipment has 
become difficult in the experience of many hos- 
pitals. Hospitals are solving this problem by reduc- 
ing the use of mechanical equipment and guarding 
it carefully to prevent breakdown. So far there has 
been but small inconvenience due to inability to 
secure necessary staple commodities. 


Conditions will probably be worse. There seems 
to be no relief from the scarcity of doctors and 
nurses in the immediate future. The intern situa- 
tion alone offers some encouragement. Physicians 
and nurses required for our armed forces will fur- 
ther drain the source of supply. Medical colleges 
will not be able to graduate enough physicians to 
make satisfactory replacements for both our armed 
forces and civilian needs. Student nurse recruit- 
ment which will be larger will not be large enough 
to meet requirements until conscription is estab- 
lished. The wages offered by war and other indus- 
try will attract young women to their payrolls 
rather than to courses of study in our training 
schools. 


New labor-saving equipment will not be avail- 
able and the uses of manpower will increase. Hos- 
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pitals must care for the sick who need their atten- 
tion. They must do the best they can, render the 
best service to the largest number of their com- 
munities’ sick, but within the limitation of the per- 
sonnel they have to work with, the space and facil- 
ities they have at their disposal, and the equip- 
ment with which our hospitals are at present pro- 
vided. 


The survey of the Wall Street Journal will have 
a decided effect not only on the morale of hospital 
patients but upon the public thinking, because of 
all things necessary to the life and health of our 
civilian population, hospitals and hospital service 
stand first in the estimation of our people. 





+ 


a 
Whar Conferences 


There has never been a greater need than at 
present for the convening of associations or large 
professional groups, the activities of which are in- 
timately and essentially related to the prosecution 
of the war. 

Health services, of which hospitals are an im- 


portant, if not the most important unit, are essen- 
tial activities, which for their greatest and most 


useful development must understand the purposes 


and program of the Government in the employ- 
ment of their personnel and facilities. The Gov- 
ernment, too, must understand the problems con- 
fronting hospitals. By personal contact with 
hospital trustees, administrators, and department 
heads the Government can better cooperate with 
the hospitals in making the largest possible con- 
tribution to the Government’s war program. 


Annual conventions of hospital people are not 
merely traditional—they are as important to the 
operation of the individual hospital as any activity 
in which they participate. For the duration of the 
war they are war conferences, equally important 
in their uses to the Government authorities who 
address them as they are to the hospital people 
who attend them. They promote mutual under- 
standing and cement close cooperation with Gov- 
ernment programs and procedures affecting hospi- 
tals and the care of the patients. The Government, 
through the participation of its representatives in 
the war conference program, accomplishes more 
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in a few days in establishing its policies, clarifying 
its positions, and promoting confidence and good 
will on the part of the hospitals than it could ac- 
complish by a barrage of publicity releases, ques- 
tion, and answer bulletins, or long and frequent 
communications with units in the hospital field. 


The interest of hospital groups in their war con- 
ferences is as sincere as it is stimulating. Those 
which have been held so far this year have been 
characterized by increased attendance and con- 
structive and informative programs. They have 
been successful conferences from every point of 
view. 


The Board of Trustees at its February meeting 
instructed the Coordinating Committee to prepare 
the program and the executive secretary to make 
preparations for the 1943 War Conference of the 
American Hospital Association. This will include 
both a technical and an educational exhibit. De- 
spite the difficulty of showing merchandise and 
the inconveniences of transportation, a poll of the 
membership of the Hospital Industries Association 
showed 64 per cent in favor of participating in the 
technical exhibit. 


The action of the Board of Trustees in reference 
to the 1943 War Conference is, of course, subject 
to any Government regulations which are in force 
at present or may become effective before the con- 
ference dates. It is not anticipated that the Fed- 
eral Government will take any action which may 
make the convening of the Association member- 
ship in the War Conference impracticable. 


In arranging for the convention, the Board of 
Trustees will carefully avoid the areas in which 
travel facilities have reached the point of satura- 
tion and where suitable and satisfactory hotel ac- 
commodations are not available. 


* 





Fellowships in Hospital 
_Atbieitdlndltum 


There has been a growing interest in the edu- 
cation of the hospital administrator, stimulated 
by the establishment of courses in hospital ad- 
ministration at the Universities of Chicago, Cor- 
nell and Marquette, and by the institutes con- 
ducted each year at the different universities. 


One of the greatest exponents of education for 
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hospital administrators and for their adequate 
training was the international hospital authority, 
the late Dr. Sigismund S. Goldwater. He was a 
strong advocate of the apprentice method as a 
preparation for hospital administration, reinforced 
by supplementary reading and didactic teaching. 
Under the provisions of his will a sum of money 
was left to Mount Sinai Hospital, which together 
with gifts from Mrs. Goldwater and friends of 
Doctor Goldwater will provide an income of $1000 
per year for the purpose of establishing a Fellow- 
ship in Hospital Administration. The Board of 
Trustees of Mount Sinai Hospital, New York has 
authorized the establishment of the Dr. S. S. Gold- 
water Memorial Fund. 


But of far more value than the money provided 
is the wealth of plans, papers, personal corre- 
spondence and other works which Doctor Gold- 
water left with Dr. Joseph L. Turner, the director 
of Mount Sinai Hospital, and which will be avail- 
able to the Fellow. Mount Sinai Hospital will pro- 
vide the residence within the hospital for the 
Fellow, if unmarried. 


The Fellowship runs for one year and the se- 
lected Fellow will have an unparalleled oppor- 
tunity to observe, to study, and to apply many of 
Doctor Goldwater’s best ideas. This will be done 
by frequent and practical contact with the depart- 
ment heads, and by daily opportunities to observe 
the multitudinous activities in medical education 
and hospital administration. 


The benefits of the Fellowship will not be lim- 
ited to Mount Sinai Hospital. There are many im- 
portant hospitals in New York City which are 
well worth exploring and in which the Fellow 
would be given a cordial welcome. 


The Board of Trustees of Mount Sinai Hospital 
will select the Fellow from the applicants. Appli- 
cations may be sent in now. 


The establishment of Doctor Goldwater’s bene- 
faction is an index of what may be expected from 
interested philanthropists or foundations in the 
future. Its influence opens unlimited educational 
Opportunities to one of the newest professions. 
That other Fellowships in hospital administration 
will be established may be reasonably anticipated. 
It will open a new field to the young man, either 
layman or physician, who selects hospital adminis- 
tration as a career. It constitutes the finest indi- 
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vidual contribution to the development of future 
hospital administrators. It is one benefaction 
where the money invested will be returned many 
fold to the common people depending on good hos- 
pital care and in whose interest Doctor Goldwater 
devoted his best efforts. 





¢ 
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Hospitals ical el Kationing 


Hospitals in the food rationing program come 
under Group II]—the General Group. They must 
register between March 1 and March 5 inclusive. 
On February 28 each hospital will make its com- 
plete food inventory. 


There may be some serious difficulties encoun- 
tered when the rationing program is initiated. 
Hospitals in common with other institutions and 
individuals will have their food supply materially 
reduced, but not to a point where the patients or 
personnel will be greatly inconvenienced. The hos- 
pitals must do their share in making the plan work 
satisfactorily. If the plan fails in its purpose, then 
hospitals are in a position to request desirable ad- 
justments. It is to be hoped that no more serious 
difficulties will be encountered than in the appli- 
cation of the sugar and coffee rationing program. 


Register March 1 to March 5 inclusive. 





Clarence James Cummings 


Another leader in the hospital field has been 
called to his “lang hame.” Clarence J. Cummings, 
for twenty-two years the superintendent of the 
Tacoma General Hospital, Tacoma, Washington, 
passed away quietly in his sleep January 28, 1943. 
He had been in poor health for some time and in 
1940 his physicians insisted that he retire from 
active work. 


Clarence Cummings was a leader in hospital de- 
velopment and in hospital standardization. His 
early training had been in the business world, in 
China, the Philippines, and in the United States. 
He was a consistent advocate of uniform account- 
ing for hospitals, and placed equal emphasis upon 
the business administration of the hospital and the 
best development of its professional service. 


He was a leader in hospital thought and in the 
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work of the American Hospital Association. He 
was vice-president of the Association in 1935, and 
on many occasions served as chairman of commit- 
tees. He had been a Life member of the American 
Hospital Association since 1921. He was a past- 
president of the Western Hospital Association, and 
the first president of the Northwest Hospital As- 
sociation. He was a Fellow of the American Col- 
lege of Hospital Administrators and a valued 
leader in the American Protestant Hospital As- 
sociation. 


But of equal importance to his career in hospital 
administration was Clarence Cumming’s contribu- 
tion to the civil and social advancement of his City 
and State. He supported every worthy cause, con- 
tributed to every constructive program for his 
people, and was the originator of many of them. 
His life was devoted to the welfare of his fellow- 
men. Born in 1881 he spent his three-score years in 
the service of humanity and died as he had lived, 
peacefully and in the surroundings he loved so 
well. 
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Al P. A P hilanthropist 


Richards M. Bradley, an active member of the 
American Hospital Association since 1913, chief 
executive of the Thomas Thompson Trust, a pio- 
neer philanthropist whose major interests lay in 
providing good hospital care for all people in 
whatever economic brackets and within their abil- 
ity to pay, died February 10 at the age of 82 years. 


Mr. Bradley in a careful study to determine 
“what constitutes adequate care for all of the sick 
of a modern community” selected Brattleboro, 
Vermont as a laboratory. The Thompson Trust pro- 
vided the funds for the construction of a modern 
hospital. This contributed a great deal to the care 
of patients of certain types of illness but did not 
afford a solution to the whole problem. A visiting 
nurse service was instituted. Special services were 
made available to maternity patients. This was fol- 
lowed by school nursing. 


Under the auspices of the Thompson Trust Mr. 
Bradley inaugurated a family assistance service, 











nursing care for sick mothers, and maternity care 
after childbirth. The use of practical nurses whose 
work in the homes was supervised by graduate 
nurses, was instituted in the expanded program. 
The two types of nursing care were coordinated 
and expanded to extend into communities in close 
proximity to Brattleboro. And so Mr. Bradley’s 
dream of adequate care for every type of illness 
began to materialize. 


This practical philanthropist, with his fine com- 
mon sense outlook, was convinced that it was futile 
to attempt to meet all the nursing needs in a mod- 
ern community with graduate nursing service 
alone, and that in small cities and rural communi- 
ties the nursing field needed practical women with 
good training who could combine some household 
service with the care of the patient, under com- 
petent graduate nurse supervision. This principle 
is widely accepted today, due largely to Mr. Brad- 
ley’s successful demonstration of its practical ap- 
plication in Brattleboro and nearby rural areas. 


From Brattleboro the plan was introduced in 
Boston and later in Detroit, and the Trust contrib- 
uted generously to put the plan in operation. In 
Detroit the Home Nursing Bureau was established 
and a school for training aides for home nursing 
was opened and registered with the Michigan State 
Board for Vocational Training. 


Mr. Bradley started one of the first plans for 
hospital care and sickness insurance established 
in the States. He was convinced that some sort of 
insurance was needed, whereby families could pre- 
pare in advance for the costs and emergencies of 
illness. The Trust underwrote the plan which later 
became the Memorial Hospital Benefit Association 
and the Thompson Benefit for Nursing Service. 


Mr. Bradley devoted the major portion of his 
later years to solving the problems of hospital, 
medical, and nursing service for the community 
sick. His vision for wide coverage was tempered 
by the wise and conservative development of facil- 
ities which were available or which could by dili- 
gent study and continued effort be provided. 
Practically every plan he sponsored became self 
sustaining. Not one failed. 


C. A. A. 
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Minutes of the Meeting of the Board of Trustees 
of the American Hospital Association 


18 East Division Street, Chicago, Illinois 


Friday, February 12, 1943 


HE meeting was called to order at 3 p.m. by 
] Presiaen James A. Hamilton. 


PRESENT: 

James A. Hamilton 
J.H. Groseclose,D.D. Frank J. Walter 

Edgar C. Hayhow Peter D. Ward, M.D. 
Harley A. Haynes, M.D. Charles F. Wilinsky, M.D. 
Stuart K. Hummel George U. Wood 

Lewis E. Jarrett, M.D. 


Rt. Rev. Msgr. M. F. Griffin and Dr. Basil C. Mac- 
Lean were absent. 


Jessie J. Turnbull 


Approval of Minutes 


The action of the Board, as recorded on page 
three of the minutes of December 11, 1942, where 
it reads as follows: 


“Votep: That the Recommendations by the 
Blue Cross Plan Approval Committee be ap- 
proved in toto, and that a letter be sent to 
every participating hospital and every plan,” 


was amended to read: 


Votep: That the Recommendations by the 
Blue Cross Plan Approval Committee be ap- 
proved in principle, and that they be reviewed 
and acted on by the House of Delegates at its 
next meeting. 


Votep: That the minutes of December 11 and 
12, 1942 be approved as amended. 
Auditors’ Report 


The audit by Arthur Young & Company of the 
Association’s finances for the year ending Decem- 
ber 31, 1942 was presented and discussed. 


Vorep: That the auditors’ report be accepted 
and placed on file. 


1942 Transactions 


In order to comply with the Government's re- 
quest that there be a reduction in paper consump- 
tion wherever possible, it was suggested that the 
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1942 Transactions might well appear in an 
abridged form. A large percentage of the papers 
presented at the Convention have been printed in 
HOSPITALS and excerpts have been made of 
almost all of them. It was felt the Transactions 
should include these excerpts and notations as to 
where the complete papers were published. In- 
cluded in full would be the addresses made by the 
President, the President-Elect, and the Honorable 
Paul V. McNutt, the proceedings of the House of 
Delegates, the convention program, the member- 
ship list, officers and committees, etc. 


Wartime Service Bureau 


President Hamilton presented James Russell 
Clark who had been appointed Director of the 
Wartime Service Bureau. 


VoTep: That the appointment of Mr. James 
Russell Clark as Director of the Wartime 
Service Bureau, at an annual salary of $8500, 
be approved. 


Mr. Clark then presented the estimated expenses 
of the Wartime Service Bureau for one year. 


VotEp: That the tentative budget of the War- 
time Service Bureau be accepted, subject to 
such changes as time may make necessary, the 
subject to be reopened at the next meeting of 
the Board. 


VotTep: That the President, the Treasurer and 
the Executive Secretary be authorized to enter 
into a lease for the office space for the War- 
time Service Bureau at a sum of not to exceed 
$3900, for two years. 


VorTeD: That the Treasurer and Executive Sec- 
retary be authorized to execute the form fur- 
nished by the bank authorizing the Director of 
the Wartime Service Bureau to sign and the 
Chairman of the Council on Government Re- 
lations to countersign checks drawn against 
the funds of the Wartime Service Bureau on 
deposit at a Washington bank. 


The following manner of handling bills was sug- 
gested: That a certain sum of money be turned 


65 














over to Mr. Clark for payment of bills; that the 
bills, as he pays them, be approved by the Council 
on Government Relations and sent to the Amer- 
ican Hospital Association, who in turn will issue a 
check to cover the check drawn by Mr. Clark. 
However, no definite arrangement was made re- 
garding the manner of payment, in order that the 
details might be worked out in the most practical 
way, and the best method arrived at will be sub- 
mitted for the approval of the Board at its next 
meeting. 

It was agreed that the salaries of the personnel 
of the Wartime Service Bureau be taken care of 
from the headquarters office of the American Hos- 
pital Association, in order that these persons might 
receive Social Security coverage. 


Votep: That the Director of the Wartime Serv- 
ice Bureau be bonded, and that the expense of 
bonding be charged to the Wartime Service 
Bureau. 


Appointment of Executive Secretary 


On motion, the Board of Trustees went into ex- 
ecutive session. 


The Board of Trustees discussed the report of 
the Special Committee appointed to consider can- 
didates for the office of Executive Secretary, and 
unanimously elected George P. Bugbee at a salary 
of $12,000 a year. 


Retirement Age of A.H.A. Employees 


Votep: That the retirement age of all em- 
ployees of the Association be sixty-five years, 
and that special consideration on a year-to- 
year basis be given to all employees over 
sixty-five years of age now in the employment 
of the Association. 


The meeting was recessed at 5:30 p.m., to recon- 


vene on February 13 at 10 a.m. 
Respectfully submitted, 


BEerT W. CALDWELL, M.D. 
Executive Secretary 


Saturday, February 13, 1943 


The recessed meeting was called to order at 
10 a.m. by President James A. Hamilton. 


PRESENT: 

James A. Hamilton Jessie J. Turnbull 

J. H. Groseclose, D.D. Frank J. Walter 

Edgar C. Hayhow Peter D. Ward, M.D. 
Harley A. HaynesM.D. CharlesF.Wilinsky, M.D. 
Stuart K. Hummel George U. Wood 

Lewis E. Jarrett, M.D. 


Rt. Rev. Msgr. M. F. Griffin and Dr. Basil C. Mac- 
Lean were absent. 
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Editor of HOSPITALS 


VotEp: That the President appoint a commit- 
tee of three from the Trustees to consult with 
Mr. George P. Bugbee, to study the publication 
of a hospital magazine and make recommenda- 
tions thereto, including the nomination of an 
editor—the committee to have power to seek 
additional advice if it so desires. 


It was agreed that if an editor were appointed 
he would be under the Executive Secretary. It was 
understood that the recommendations of the Spe- 
cial Committee would be brought to the Trustees 
and acted upon by mail vote. 


The Executive Secretary earnestly advised the 
Trustees not to consider the discontinuance of 
HOSPITALS, and that the potential value of the 
Official Journal should not be underestimated. 


1943 Convention 


The advisability of holding a convention in 1943 
was discussed. 


Votep: That the regular annual convention be 
held in 1943 and that the members of the Coor- 
dinating Committee be instructed to prepare 
their scientific programs for the meeting on 
a war conference basis. 


Vorep: That the decision as to the city in 
which the convention would be held be left 
to the Executive Secretary. 


VotEep: That an exhibit be held in connection 
with the convention, and that the character 
and place of such exhibits be determined by 
the Executive Secretary with the counsel of 
the President. 


Financing of the Association 


Votep: That a committee of three, headed by 
the Treasurer, Dr. Harley A. Haynes, be ap- 
pointed to study the financing of the Associa- 
tion, including the Wartime Service Bureau, 
and to make recommendations relative 
thereto. 


It was assumed that the Executive Secretary 
would sit-in at the deliberations of the committee. 


Indiana and Blue Cross Plans 


Messrs. E. A. van Steenwyk and John R. Mannix 
of the Hospital Service Plan Commission appeared 
before the Board to discuss the problem of Blue 
Cross extension in states where opposition had 
been met. They reported that difficulties had been 
encountered in Indiana, the only largely populated 
state in which Blue Cross Plans had not been 
established. 


Vortep: That President Hamilton and Dr. J. H. 
Groseclose be authorized to confer with the In- 
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diana Hospital Association, with power to act, 
in terms of trying to stimulate action favor- 
able to the establishment of Blue Cross Plans 
in the State of Indiana. 


Statement and Recommendation from 
Blue Cross Plan Approval Committee 

The Statement and Recommendation from the 
Blue Cross Plan Approval Committee with respect 
to conflicts over territory boundaries of the six 
approved Blue Cross Plans in Illinois, and the pro- 
posal that a statewide plan be established for this 
State, were considered. 

VoteD: That the Statement and Recommenda- 

tion from the Blue Cross Plan Approval Com- 

mittee be approved. 

It was understood that these recommendations, 
as approved, would be transmitted by the Hospi- 
tal Service Plan Commission on behalf of the 
Board of Trustees to each of the approved Blue 
Cross Plans with headquarters in Illinois, as well 
as to the Group Hospital Service of St. Louis and 
the Hospital Service, Inc. of Iowa, which serve 
limited territories within the western border of 
the State. 


Recommendations of the Committee on 
Coordination of Activities 
1 Recommendation that By-Laws be Amended to 
Include Paid-Up Members 
VotED: That the Board of Trustees approve 
the recommendation of the Committee on Co- 
ordination of Activities “that our Standing 
Committee on By-Laws prepare an amend- 
ment as follows: 
““Paid-up members shall be Active and 
Associate Personal members who shall 
have their memberships continued for 
life without further payment of dues 
provided they have paid in to the As- 
sociation at least $150 in membership 
dues.’ ” 
This amendment, if adopted by the House of Dele- 
gates and the Assembly, will become paragraph 
(d) of Section 4, ARTICLE II: MEMBERSHIP, of 
the present By-Laws, and paragraph (d) of the 
present By-Laws will be designated as paragraph 
(e) if, as and when the proposed amendment is 
adopted. 
2 New Librarian to be Employed 
Vorep: That the Board of Trustees approve 
the recommendation of the Committee on Co- 
ordination of Activities “that a new librarian 
be employed by the Executive Secretary as 
soon after July 1 as possible, at a salary of not 
to exceed $3500 per year.” 
3 Attempt to Secure Additional Funds 
Vorep: That the Board of Trustees approve 
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the recommendation of the Committee on Co- 
ordination of Activities “that the Associa- 
tion make every effort to get a sum equiva- 
lent to that normally received from the ex- 
hibitors for the sale of space at the annual 
convention.” 
4 Programs for Convention 
Action recorded under “1943 Convention.” 
5 Request for Additional Funds, When and If 
Available 
The recommendation of the Committee on Coor- 
dination of Activities, “that if and when the 1943 
budget is to be revised in the light of additional 
income, the Library Committee be permitted to 
submit a request for additional funds,” was con- 
sidered. 
VotTep: That if and when the 1943 budget be 
revised in the light of additional income, all 
councils be permitted to submit an additional 
request for funds. 


Appointment of Member of Advisory Commit- 
tee of Library 

Vorep: That the recommendation of the 
Committee on Coordination of Activities 
“that Dr. Henry Hedden, Methodist Hospi- 
tal, Memphis, Tennessee, be appointed a 
member of the Advisory Committee of the 
Library” be approved. 


Appointments to Committee on Volunteer Hos- 
pital Workers 

Votep: That the recommendation of the 
Committee on Coordination of Activities 
“that Miss Marjorie Bartholf and Miss Mil- 
dred Riese be appointed as members of the 
Committee on Volunteer Hospital Workers” be 
approved. 


Proposed Program of Joint Public Education 
Committee 

VotTeD: That the Board of Trustees approve 
in principle the proposal of the Joint Pub- 
lic Education Committee as submitted, with 
instructions to the Committee to proceed as 
rapidly as the funds permit in the achieve- 
ment of such a program, and that the finan- 
cing of such a long-term program be referred 
to the Special Committee to Study the Finan- 
cing of the Association for recommendations. 


Proposal that a Group be Charged with Respon- 
sibility for Obtaining Additional Sources of 
Income 


VotepD: That the recommendation of the 
Committee on Coordination of Activities 
“that the Board of Trustees consider charg- 
ing a group with the responsibility for ob- 
taining additional sources of income to meet 
the three known large needs: (1) Shortage 
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of income, (2) Continuation of the Wartime 
Service Bureau, and (3) Additional funds for 
the Public Education Program,” be referred 
to the Special Committee to Study the Fi- 
nancing of the Association. 


15 Victory Nurse Corps 


VoTEeD: That the recommendation of the 
Committee on Coordination of Activities 
“that the President of the Association be 
authorized on behalf of the Association to 


endorse the tentative Victory Nurse Corps 
plan, provided it is not materially altered in 
form” be approved. 


10 Wartime Service Bureau 
Recommendation approved at meeting of Febru- 
ary 12, 1943. 


11 Consultant to Council on Government Rela- 16 Lowering of Age for Admission to Schools of 


tions 

Votep: That the Board of Trustees adopt the 
following resolution adopted by the Commit- 
tee on Coordination of Activities: 

“BE It ResoLveD, That Dr. Charles Wilin- 
sky, Medical Director of the Beth Israel Hos- 
pital, Boston, be appointed consultant to the 
Council on Government Relations, this in 
view of his special qualifications, including 
his unique knowledge of the public health 
field in general, as well as his wide acquaint- 
ance with the personalities in the Govern- 
ment.” 


Conversion of Power Plants of Hospitals 


Votep: That the Board of Trustees approve 
the recommendation of the Committee on Co- 
ordination of Activities “that, if after ex- 
ploration by the Wartime Service Bureau it 
appears to be wise, the Council on Govern- 
ment Relations be authorized to make repre- 
sentation to proper Government authorities 
to prevent diversion of funds intended for 
charitable purposes to costs of conversion of 
power plants of hospitals; that if conversion 
in hospitals is absolutely essential, that 
changes be at the Government’s expense. 


13 Policies of Army, Navy and Public Health 


Service Regarding Hospital Facilities 


Votep: That the recommendation of the 
Committee on Coordination of Activities 
“that the President of the American Hospi- 
tal Association be requested to obtain infor- 
mation from the Surgeons General of the 
Army, Navy and Public Health Service and 
the Medical Director of the Office of Civilian 
Defense concerning their policies in taking 
over existing nonprofit hospital facilities for 
Governmental uses” be approved. 


14 Special Report by the Committee on Hospitals, 


Procurement and Assignment Service 


VoTED: That the recommendation of the Com- 
mittee on Coordination of Activities “that the 
Association go on record as approving the 
Special Report as submitted by Dr. Robin C. 
Buerki, by the Committee on Hospitals, Pro- 
curement and Assignment Service” be ap- 
proved. 


Nursing 

Vortep: That the recommendation of the 
Committee on Coordination of Activities 
“that hospitals be urged to seek permission 
within their state from nursing examiners 
boards for the duration to admit high school 
graduates who are not yet eighteen years of 
age, but who meet all other requirements 
for admission to schools of nursing” be ap- 
proved. 


Research Council on Problems of Alcohol 


Votep: That the Council on Professional 
Practice be authorized to proceed with nego- 
tiations with the Research Council on Prob- 
lems of Alcohol and after due investigation, 
with power to enter into such arrangements 
with them as seems all right to that Council 
after discussion with the Committee on Coor- 
dination of Activities. 


18 Emblem for Hospital Workers 


VotEep: That the recommendation of the 
Committee on Coordination of Activities 
“that the Board of Trustees approve the 
adoption of the proposed emblem for hospi- 
tal workers and assist hospitals in securing 
it” be approved. 


19 Appointments to Committee on Purchasing 


and Simplification and Standardization of 
Hospital Furnishings, Supplies and Equip- 
ment 

Vortep: That the recommendation of the Com- 
mittee on Coordination of Activities “that 
the Board of Trustees approve the appoint- 
ment of the following to the Committee on 
Purchasing and Simplification and Standard- 
ization of Hospital Furnishings, Supplies and 
Equipment: Subcommittee on Simplification 
and Standardization, Mr. William E. Braith- 
waite, Washington, D.C.; and as an advisory 
member, Mr. H. M. Lawrence of the Ameri- 
can Standards Association; Subcommittee for 
Regional Purchasing Meetings, Mr. Harold 
C. Mickey and Mr. A. C. Seawell,” be ap- 
proved. 


Institute on Accounting 


Votep: That the Board of Trustees approve 
the recommendation of the Committee on Co- 
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ordination of Activities, amended to read as 
follows: 

“That the Board of Trustees approve an 
Institute on Accounting to be held again at 
Indiana University, provided there is suffi- 
cient interest that it can be operated without 
loss.” 


Institute on Purchasing 

Votep: That the Board of Trustees approve 
the recommendation of the Committee on Co- 
ordination of Activities, amended to read as 
follows: 

“That the Board of Trustees approve an 
Institute on Purchasing to be held at a place 
to be determined later, provided there is suf- 
ficient interest that it can be operated with- 
out loss.” 


22 Equipment Exchange 

VotepD: That the recommendation of the 
Committee on Coordination of Activities 
“that the Board of Trustees approve the sug- 
gestion of the Council on Hospital Planning 
and Plant Operation that a communication be 
sent out by the American Hospital Associa- 
tion headquarters to state and regional as- 
sociations in regard to equipment exchange” 
be approved. 


23 A. N. A. Representative on Committee on In- 
surance and Safety 
VoTED: That the recommendation of the Com- 
mittee on Coordination of Activities “that the 
Board of Trustees approve the appointment 
of representation from the American Nurses 
Association on the Committee on Insurance 
and Safety, under the Council on Hospital 
Planning and Plant Operation” be approved. 


24 Budget for Committee on Insurance and 
Safety 
Votep: That the recommendation of the Com- 
mittee on Coordination of Activities “that the 
Board of Trustees approve a budget of $60 
from the present funds of the Council on 
Hospital Planning and Plant Operation for 
the use of the Committee on Insurance and 
Safety in designing posters” be approved. 


Request for Honorary Membership 


A letter from the Secretary of the Massachusetts 
Hospital Association presenting the name of Miss 
Betty Eicke for Honorary membership was read. 
Miss Eicke had been a member of the American 
Hospital Association since 1926. 

Vorep: That the petition of the Massachusetts 

Hospital Association be denied, inasmuch as 

Miss Eicke had not been a member a suffi- 
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cient number of years to meet the require- 
ments for Honorary membership. 


Committee on By-Laws 


VorteD: That the Committee on By-Laws study 

and clarify the Blue Cross Plan Approval 

Committee and the Joint Committee and make 

some arrangement for their inclusion in the 

By-Laws. 

The suggested amendment to the By-Laws to 
limit the terms of elected members to two succes- 
sive terms was discussed. No conclusions were 
reached. 

Borden Collection of Hospital Transparencies 

At the request of the Associate Curator of the 
Division of Medicine and Public Health of the 
Smithsonian Institution of the United States Na- 
tional Museum, Washington, D.C., the Executive 
Secretary inspected the collection of about thirty 
transparencies of hospital scenes. These had been 
placed in the museum about fifteen years ago and 
some of them had become antiquated or damaged, 
and others were more or less duplicates. The Ex- 
ecutive Secretary reported that ten of these trans- 
parencies should be replaced with more modern 
developments in the hospital field. 

VorTEep: That the Executive Secretary follow 

through, with power to act, in having these 

transparencies brought up-to-date. 


Planning for War and Postwar Needs of the 
Medical Services 


A communication from Dr. Morris Fishbein, in- 
quiring if the American Hospital Association 
would wish to be included as one of the sponsor- 
ing groups for a conference in New York to be 
devoted to a consideration of planning for war and 
postwar needs of the medical services, was read. 

Votep: That the American Hospital Associa- 

tion accept the invitation to be enrolled as a 

sponsor of the conference devoted to a consid- 

eration of planning for war and postwar needs 
of the medical services. 


Approval Program and Standards for Blue Cross 
Hospital Service Plans 


VotEp: That the following be substituted for 
No. 5 of the “Recommendations of the Blue 
Cross Plan Approval Committee” which were 
approved in principle at the December 11 
meeting of the Board: 

“That a copy of the brochure ‘Approval 
Program and Standards for Blue Cross Hos- 
pital Service Plans’ be mailed to each institu- 
tional member of the American Hospital As- 
sociation, and to each member hospital of Blue 
Cross Plans, with a request that each hospital 
authorize the Board of Trustees to enforce the 
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approval standards in its behalf, and agree that 
after January 1, 1944 each such hospital will 
enter into and continue service contracts only 
with Hospital Service Plans which are ap- 
proved by the American Hospital Associa- 
tion.” 

Votep: That the Executive Secretary and the 
Director of the Hospital Service Plan Commis- 
sion submit the “Nine Recommendations by 
the Blue Cross Plan Approval Committee” to 
the attorneys of the Association for legal ad- 


vice and report to the Board of Trustees at 
its next meeting. 


Next Meeting 


The next meeting of the Board of Trustees was 
tentatively set for June 4 and 5, 1943. 
The meeting was adjourned at 3 p.m. 
Respectfully submitted, 


Bert W. CALDWELL, M.D. 
Executive Secretary 





Twelfth Mid-Year Conference of the American 
Hospital Association 


8 with the meetings of the representatives of 

the Blue Cross Plans. These meetings con- 
tinued through February 10. A full report of the 
activities of the Blue Cross Sessions appears in a 
separate article. 


T= Mid-Year Conference opened on February 


The presidents, secretaries, and legislative com- 
mittee chairmen of the state and regional associa- 
tions and hospital councils met for their first for- 
mal session on Friday, February 12, at 10 a.m. The 
session opened with an address by President James 
A. Hamilton on the objectives of the Association, 
which was followed by the reports of the various 
association councils, presented by the respective 
chairmen. The reports were followed by open dis- 
cussions, which continued until the meeting ad- 
journed. 


The luncheon meeting was addressed by the 
Honorable Maury Maverick, director of the Gov- 
ernmental Division, War Production Board, Wash- 
ington, D. C. His address appears in full in this 
issue. 


The Friday afternoon session opened with Dr. 
Walter P. Gardner of Minnesota in the chair with 
an interesting program arranged as follows: 

1 Meeting War Nursinc SuHortaces, Alma C. 
Haupt, executive secretary, Subcommittee 
on Nursing, Office of Defense Health and 
Welfare Services, Washington, D. C. 

EMERGENCY MepIcaL Services, Captain Jack 
Masur, M.D., Office of Civilian Defense, 
Washington, D. C. 

3 THE WaRTIME SERVICE BUREAU IN WASHING- 
TON, James R. Clark, Director 

4 ‘TECHNIQUES OF INFORMING HosPITALS 
a) Bulletins—Harold T. Prentzel, Penn- 
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sylvania; Ray Amberg, Minnesota; 
Kenneth Williamson, California 


b) Information Service—Charles F. Wil- 
insky, M.D., Massachusetts 


Testimonial Dinner 


The Board of Trustees gave their annual banquet 
to the presidents and secretaries as a testimonial 
dinner to Asa S. Bacon, superintendent emeritus of 
Presbyterian Hospital of Chicago, a past-president 
of the American Hospital Association, and for 
thirty-five years its treasurer, one of the best 
loved men in the hospital field, and to Dr. Bert W. 
Caldwell, the retiring executive secretary and 
editor of HOSPITALS. 


President Hamilton presided as toastmaster of 
the evening. Rev. Alphonse M. Schwitalla, S.J., 
president of the Catholic Hospital Association, 
gave the invocation. After the dinner, President 
Hamilton introduced the guests at the speakers’ 
table. Miss Evelyn G. Johnson, representing the 
members of the headquarters staff, paid an elo- 
quent tribute to Mr. Bacon and Doctor Caldwell. 


Beautiful silver testimonial plaques were pre- 
sented by the Board of Trustees to Mr. Bacon and 
Doctor Caldwell. The presentation address to Mr. 
Bacon was given by Rev. James Henry Groseclose, 
superintendent of Methodist Hospital, Dallas, 
Texas. Dr. Charles F. Wilinsky, executive director 
of Beth Israel Hospital, Boston, made the presenta- 
tion address to Doctor Caldwell. Besides the 
plaque, a bound volume of letters from friends 
and associates was presented to the retiring execu- 
tive secretary. Mr. Bacon and Doctor Caldwell 
responded in acknowledgement of the gracious 
encomiums. Many pleasant memories were re- 
called by the speakers, and assurance was given 
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of their continued interest in the welfare and de- 
velopment of the Association. 


The Saturday Session 


The sessions on Saturday were opened with 
Charles H. Dabbs of South Carolina presiding. The 
following interesting program was presented: 


1 Foop RaTIONING AND ITs RELATIONSHIP TO 
HospPiTats, William A. Nielander, assist- 
ant director, Food Rationing Division, Of- 
fice of Price Administration, Washington, 
_<. 


2 StaTE Versus RecionaL Meetings, A. F. 
Branton, M.D., Minnesota; Claude W. 
Munger, M.D.,.New York; Malcolm T. 
MacKachern, M.D., Tri-State, Chicago 


3 PERTINENT LEGISLATION 
4 GENERAL QUESTION PERIOD 


The Mid-Winter Conferences were particularly 
well grouped, arranged, and conducted. The credit 





for their fine management belongs to the Arrange- 
ments Committee of which Oliver G. Pratt was 
chairman, and Walter P. Gardner, M.D., S. Hawley 
Armstrong, Charles H. Dabbs, and Edgar Blake, 
Jr., were members. Mr. Blake was chairman of the 
Committee on Arrangements for the testimonial 
dinner, one of the most enjoyable in the history of 
the Conference. 


The Coordinating Committee 


The Coordinating Committee met in a full day 
session on Thursday and their action was incor- 
porated in a series of resolutions and recommenda- 
tions which were referred to the Board of Trustees 
and indicated action on these resolutions was taken 
at the Saturday meeting of the Board. 


The Board of Trustees 


The Board of Trustees met in a two-day session 
on Friday and Saturday. A full report of their 
meetings is incorporated in the minutes which 
immediately precede this article. 





The Fourteenth Annual Convention of the Texas 
Hospital Association held in Fort Worth, February 
18 and 19, was outstanding in both interest and 
value. The attendance figures broke all records. 
The Committee on Arrangements and the Program 
Committee left nothing undone to make this War 
Conference of the largest practical value to hos- 
pitals. 


Mrs. Margaret Hales Rose in her presidential 
year has brought the Texas Association in to its 
highest development of usefulness. Her Councils 
have functioned efficiently and she will turn over 
to the President-Elect, A. C. Seawell, one of the 
most influential of the state and regional hospital 
associations. 


The topics discussed at the Convention were 
“Blue Cross Plans,” “Civilian Defense and Hospi- 
tals,” “Women’s Auxiliaries in Texas Hospitals,” 
“Accomplishments of Hospital Auxiliaries,” “The 
Hospital Nurses’ Picture in Its 1943 Frame,” “Fed- 
eral Nursing Education Program,” “Nurse’s Aides,” 
“Hospital Purchasing in Wartime,” “War Prob- 
lems of Hospitals,” “Personnel Problems,” “Wage 
Stabilization, Victory Tax and Pending Legisla- 
tion.” : 


The Thursday luncheon was addressed by Rev. 
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The Texas Hospital Association Convention 


A Wonderful War Conference 





Russell A. Dicks, assistant professor, Southern 
Methodist University and former Chaplain of the 
Presbyterian Hospital, Chicago, on his subject 
“Psycho-Somatic Medicine and Its Implications 
for the Treatment of the Patient.” 


The Annual Banquet on Thursday evening at- 
tracted a group of 300 to greet the President of 
the American Hospital Association, James A. Ham- 
ilton, who in an eloquent and convincing address 
analyzed the “Present and Post-War Problems of 
Hospitals.” 


The officers elected for the coming year are 
President, A. C. Seawell; President-Elect, Miss 
Eva M. Wallace; Treasurer, B. Tol Terrell; Trus- 
tees, Mrs. Lina McMahon and Russell C. Nye; 
Members of the American Hospital Association 
House of Delegates, E. M. Collier and Dr. J. W. 
Torbett. 


Miss Madelyne Sturdavant, for the past three 
years the efficient executive secretary of the As- 
sociation, tendered her resignation to the unani- 
mous regret of the entire membership. The effi- 
cient manner in which she has discharged her re- 
sponsibilities was the finest contribution to the 
growth in membership and influence of the As- 
sociation. 
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Expanded Program for American Red Cross 
Volunteer Nurse's Aides 


MARY BEARD 


about two years before Pearl Harbor, two divi- 

sions of the American Red Cross, known as the 
Volunteer Special Services and Red Cross Nursing 
Service, reorganized the Volunteer Nurse’s Aide 
Corps of the Red Cross. The Advisory Committee 
to Nursing Service, which included among others 
the current president of the American Nurses’ 
Association and the preceding president of the 
National League of Nursing Education, gave seri- 
ous study to the question of how nurse’s aides 
should be prepared for their work and how that 
work should later be administered and super- 
vised. The name which had before this time been 
used to describe this group of Red Cross workers 
was changed from Red Cross Health Aides to Red 
Cross Nurse’s Aides. There was no intention on the 
part of the Red Cross to develop a large number of 
nurse’s aides. Our emphasis was rather upon the 
content of the course to be given in preparation 
for this work, the serious and disciplined attitude 
it was hoped to develop in the group of young 
women themselves, and the best method of su- 
pervising the work of the aides afterwards so that 
they would become a dependable body of workers. 


Je before England went to war with Germany, 


It was decided that a lay woman, not a nurse, 
would be the best administrator of this group, and 
Volunteer Special Services, of which Mrs. Dwight 
Davis is director, should be immediately respon- 
sible for it. Mrs. Davis appointed Mrs. Walter Lipp- 
mann who had herself been a Red Cross Nurse’s 
Aide in the First World War. To insure the 
most efficient administrative procedure, Mrs. Lipp- 
man’s associate in the administration of the 
Nurse’s Aide Corps was a nurse who had herself 
had considerable experience with nurse’s aides 
during the last war, Mrs. Elmira B. Wickenden, 
now executive secretary of the National Nursing 
Council for War Service. 


Reorganization of Training Program 
In the summer of 1941 the Office of Civilian De- 
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@ Mary Beard is Director of Nursing Serv- 
ice, American National Red Cross, Washing- 
ton, D. C. 








fense requested the Red Cross to expand its pro- 
gram for training Volunteer Nurse’s Aides as 
rapidly as possible. Dr. George Baehr’s committee 
and the Red Cross worked in close cooperation in 
modifying and expanding their activities. The old 
Red Cross uniform was abandoned and a new one 
which was designed by the O.C.D. was adopted. 
A brassard for the arm was accepted by the Red 
Cross and the united project was promoted by 
both organizations. 


The length of the course was reduced from 100 
hours to 80 hours. Unit I (35 hours) is taught in the 
classroom by a graduate nurse, authorized by the 
Red Cross. Unit II consists of 45 hours of super- 
vised practice on the hospital wards. During this 
time the aide has experience in giving baths, tak- 
ing temperatures, feeding helpless patients, caring 
for equipment and performing many simple nurs- 
ing procedures. Her work is always under the su- 
pervision of a graduate nurse. At the completion 
of the 80-hour course, she becomes a member of 
the Citizens’ Defense Corps and is assigned by the 
Red Cross for the 150 hours of volunteer service 
which she has pledged herself to give. Although 
she is usually a woman with many other respon- 
sibilities, she frequently gives very much more 
time than this. 


A statement was widely publicized to the effect 
that the aim of the Office of Civilian Defense and 
the Red Cross was to produce 100,000 Red Cross 
Nurse’s Aides within a year. It soon became evident 
that to do as thorough a job in recruiting, selecting 
and training nurse’s aides as had been outlined, 


73 












and at the same time to graduate 100,000 aides 
within a year, was not a possibility. However, 
every state in the Union is now training and using 
Red Cross Nurse’s Aides, South Dakota being the 
last to be added in August; Hawaii, Alaska and 
Puerto Rico each has an active program. 


Modifications of Policy 


There are certain modifications in policy regard- 
ing the approval of hospitals for training nurse’s 
aides which might be of interest. The original policy 
was that all hospitals must be approved by the 
American College of Surgeons and the American 
Medical Association. As time went on it was found 
impossible to adhere to this. In communities in 
target areas where there are no hospitals or an 
insufficient number of hospitals on the approved 
lists, exceptions must be made. To determine 
which hospitals might be approved for training 
nurse’s aides, immediate steps were taken to ar- 
range for conferences in each state with the state 
hospital association, the state board of nurse ex- 
aminers, the state chief of emergency medical 
service and his nurse deputy, and a nursing con- 
sultant from the Area Office of the American Red 
Cross for the purpose of reviewing the entire hos- 
pital situation in the state. As a result of this con- 
ference, a list was drawn up classifying hospitals 


in each state, for the training of nurse’s aides, in 


two groups: (1) hospitals approved by the Amer- 
ican College of Surgeons and registered with the 
American Medical Association; and (2) hospitals 
not registered as above but which in the opinion 
of representatives of the various state agencies 
should be approved for training nurse’s aides in 
view of the present war emergency. 


With such lists, each Red Cross Area Office was 
in a position to act immediately when a request 
for starting a nurse’s aide corps was received and 
also to know where more promotion work for 
enrollment of nurse’s aides was needed. If the 
state group was unable to agree that a certain 
hospital should be included in the second list, it 
was submitted to the Area Red Cross Nursing 
Service and to the Regional Medical Officer for 
their joint decision. The quality of the nursing 
care and the ability of the nursing staff to super- 
vise the aides adequately was the deciding factor 
in granting exceptions. The Pacific Area of the 
American Red Cross has almost completed survey- 
ing their states and classifying the hospitals. 


As yet, comparatively little use has been made 
of nurse’s aides by public health nursing agencies. 
It is believed, however, that there is a field for 
them here. Both the Boston Community Health 
Association and Henry Street Visiting Nurse Serv- 
ice are experimenting and are nearly ready to 
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report on the value of nurse’s aides in their 
agencies. 


Arrangements have been made for the use of 
nurse’s aides in Veterans’ Hospitals. However, 
since Veterans Hospitals do not have any facilities 
for the care of women or children, they may not 
be used for the training of aides so that it will be 
necessary to provide a practice field for those aides 
who are completing their preparation but who will 
later work in the Veterans Hospitals. 


It seems well to mention one other policy inas- 
much as it is a departure from our early experi- 
ence. It takes a great deal of time for a nurse to 
teach a young woman how to be a Red Cross 
Nurse’s Aide, and even though she pledges to give 
150 hours of volunteer service during the year fol- 
lowing the completion of her training, yet there is 
evidence that a good many valuable nurse’s aides 
are lost at the end of that period. It is believed 
that one reason for giving up what they have been 
doing is that they cannot afford to give volunteer 
service after the 150 hours is completed. A deci- 
sion has therefore been reached that when this is 
true, we shall not discourage a nurse’s aide to 
whom an approved hospital offers a paid position. 
If she becomes a member of an auxiliary nursing 
group, she will no longer be under the supervision 
of the American Red Cross, nor will she wear that 
uniform. She will, however, retain the Red Cross 
pin which she earned when she completed her 
course. 


Red Cross Nurse’s Aides and the Care of 
Hospital Patients 


Red Cross Nurse’s Aides are proving to be a 
great help in caring for hospital patients. To be a 
nurse’s aide in civilian hospitals which are suf- 
fering because the regular staff of nurses is being 
drawn away so rapidly seems to offer an oppor- 
tunity for volunteer service which American 
women have been eager to accept. It should be 
understood that of the nearly 40,000 nurse’s aides 
who have within the last two years completed the 
training, a good many are women and girls who 
are very busy carrying on a regular job during 
the day and who give their volunteer nurse’s aide 
service after hours. I think there will be no dif- 
ference of opinion that it is right to promote and 
develop the extensive use of volunteer nurse’s 
aides during a time of extreme necessity to help in 
caring for hospital patients. We must, however, 
keep in mind the future when it will not be pos- 
sible to conduct nursing services in large hospitals 
all over this country through the acceptance by the 
hospitals of hundreds of hours of free nursing care 
given by Red:Cross Volunteer Nurse’s Aides. 
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Price Trend of Hospital Commodities 
McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


MONTHLY INDICES FOR HOSPITALS 


Feb. Feb. Feb. Feb. Feb. 
1937 1938 1939 1940 
ALL COMMODITIES! ; 84.6 8 oy 68.4 71.3 


Industrial! : 83.4 75.2 71.2 78.4 


Agricultural! 

Livestock! 

Factory Employment? 
Factory Pay Rolls? 
Wholesale Grocery Index® 
Cost of Living? 


1McGill Index 


*Bureau of Labor *Estimated 


nN the frenzy to achieve the pre-arranged pro- 

duction goals of war equipment, more acute 

economic maladjustments are bound to mate- 
rialize. Consequently, it is imperative not to be 
overinfluenced by superficial forces, and at all 
times eyes should be focused on basic funda- 
mentals which in the final analysis will predom- 
inate. The truth of the matter is that the immensity 
of the 1943 war production program, the magni- 
tude of spending, and the national debt are beyond 
the comprehension of everyone. The foundation 
is now being solidified which will obviously inten- 
sify our problems during the post-war period. It 
is the duty of every executive to make a special 
effort to understand what is taking place. This 
fiscal year net expenditures for national defense 
will approximate $75,000,000,000 while all other 
expenditures will total $6,432,000,000, or a grand 
total of $81,432,000,000. Prospective net receipts 
are expected to reach $22,976,000,000, resulting in 
a net deficit of $58,456,000,000. Provided the war 
does not end in 1944, the plan is to spend $97,000,- 
000,000 for national defense in the fiscal year 
1943-44 with all other spending up to $7,124,000,- 
000, or a grand total of $104,124,000,000. Assuming 
that net receipts reach $33,081,000,000, the net 
deficit next year will be up to $71,043,000,000. It is 
generally agreed that by 1944 our national debt 
will cross the $200,000,000,000 mark. 


Last year less than half of our total production 
represented war goods. This year war production 
will reach maximum levels that will account for 
about 65 per cent of total production, and 35 per 
cent is the balance left over to take care of over-all 
essential civilian needs of all descriptions. On the 
surface this appears too severe, but remember 
production is destined to reach new all-time peaks 
and national income will unquestionably exceed 
$125,000,000,000. In other words, the Federal Re- 
serve Index of Industrial Production for the calen- 
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‘National American Wholesale Grocers’ Assn. 
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dar year 1942 averaged 180. The 1943 average will 
be close to 210, which means a 17 per cent increase 
over 1942. Hence, 35 per cent of record output 
constitutes sizable supplies. Furthermore, the De- 
partment of Commerce reports that manufactur- 
ers’ inventories at the end of 1942 aggregated 
$17,500,000,000, an increase of $1,750,000,000 over 
the year before, and $6,500,000,000 since the be- 
ginning of 1940. Part of this extensive expansion 
is attributable to rising prices. But regardless of 


- circumstances, top-heavy inventories always rep- 


resent a risk. Briefly, with civilian production at 
35 per cent of record output and manufacturers’ 
inventories sharply above the normal complement, 
there is no danger of a critical supply status ma- 
terializing in 1943. This does not mean that ration- 
ing will not increase, but restricted consumption 
will naturally be confined to the growing list of 
items that are in short supply or must be con- 
served for the armed forces or lend-lease ship- 
ments. 


Commodity Prices 


The McGill Index of Agricultural Commodity 
Prices in the relatively short space of two years 
has advanced no less than 56 per cent. Under such 
conditions it is not surprising that the cost of living 
has not held stable, but month after month has 
climbed to new high ground. While full wage-rate 
and farm-price demands will not be met, yet it is 
a foregone conclusion that adjustments upward 
are inevitable. Briefly, underlying economic forces 
do not lie dormant for any great length of time. 
The new declaration establishing wages and prices 
on a base of September 15, 1942, is no different 
fundamentally than the initial plan adopted nearly 
a year ago. Underlying upward trends can be 
checked but not halted. 


Despite the elaborate planning and unprece- 
dented economic experimentation, we must realize 
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that there is real danger of severe inflation. Con- 
trols will prevent any excessive runaway tendency 
for the duration of the war, but beyond that pros- 
pective developments are badly muddled. 


Drugs and Chemicals 


The high volume of demand for all types of 
drugs and chemicals which prevailed in 1942 will 
continue in 1943 only with a greater intensity. In 
many instances heavy inroads have already been 
made in the visible stockpile. The supply of alco- 
hol in particular appears limited despite record 
output in terms of the constantly growing over-all 
demand. Prices are operating under ceiling levels 
and any subsequent revision reflecting higher pro- 
ducing costs is inescapably upward. 


Paper Products 


The status of production has been clarified, par- 
ticularly in view of recent modifications. Provided 
present schedules are maintained, total production 
of all types will exceed 14,000,000 tons, which is 
close to 83 per cent of last year’s output. The prin- 
cipal threats to production schedules are diminish- 
ing manpower, obstacles in the path of pulp pro- 
duction, and diminishing transportation facilities. 
For this reason it is best to plan on further curtail- 
ments rather than on an expansion later in the 
year. 

Cotton Goods 

The request of the WPB to cotton mills for a 
new record cotton goods production this year 
raises the question of whether output can be stim- 
ulated. It is obvious that production records will 
vary considerably between the different sections 
of the industry. For instance, mills running ex- 
clusively on duck, drill, or twill reached virtually 
full three-shift capacity last spring, and since that 
time the production volume has lost ground be- 
cause of the inability to obtain sufficient trained 
labor. In all probability the production volume for 
some types of goods will be cut drastically in order 
that simplified operations can produce sufficient 
essential materials to fill both Government and 
civilian demands. The available supply of textiles 
for civilians during 1943 will probably fall at least 
10 per cent below the 1942 volume. Furthermore, 
civilians to some extent were supplied by industry 
reserves last year and these are now virtually ex- 
hausted. The WPB will shortly restrict sales yarns 
to provide for government requirements. 


Fuels 


The price of bituminous has moved up on the 
average of about 20 cents per ton. However, this 
may not be the end of price increases as the coal 
unions are very definitely demanding an increase 
in wage rates. The present contract between pro- 
ducers and unions expires on April 1, and in view 
of the strong position of the unions, there seems 
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reason to believe that a shut-down of bituminous 
coal mines will take place at the end of the con- 
tract period. The latest NAPA report indicates that 
industrial reserves fell off in December. To some 
extent this represents a seasonal characteristic, 
but we emphasize that every effort should be made 
to maintain maximum reserves, due to the diffi- 
culties surrounding transportation and the indica- 
tions of a break in production. 


In regard to fuel oil, residual fuel oil stocks on 
January 23 totaled 71,216,000 barrels on a national 
basis as compared with 90,764,000 a year earlier. 
The supply of gas oil and distillates on the same 
date was 38,034,000 barrels as against the year- 
earlier figure of 42,307,000 barrels. Refinery crude 
runs so far this year have held below the average 
for the similar period in 1942, although the pro- 
portion of fuel oil recovered per barrel has been 
increased sharply. The volume of crude production 
is holding below official estimates of requirements, 
and this situation will continue until the entire 
price structure for petroleum products is adjusted. 
East Coast supplies of fuels are still on a rock-bot- 
tom basis and unforeseen military demands could 
quickly create an extreme scarcity. Every effort 
will be made this summer to build up East Coast 
supplies and by next fall: pipe line capacity will be 
sharply increased. However, domestic use appears 
large in terms of the rate of production and the 
supply on hand. 


Restrictions on civilian gasoline consumption 
will be continued indefinitely. Gasoline reserves 
are increasing along seasonal lines, but the supply 
remains sharply below year-earlier figures. As of 
January 23, national stocks were 87,102,000 barrels 
as against 99,345,000 a year earlier. Exports of gas- 
oline to military forces and for lend-lease are ex- 
pected to expand sharply this summer because 
of a prospective broadening of the theatre of war 
operations. This may produce a severe drain upon 
East Coast stocks, with the result that at times all 
nonessential driving may be completely halted. 


Groceries 


The composite index of leading grocery items 
has moved slowly yet steadily upward in recent 
months. Make no mistake, the rationing of meats, 
canned foods, and dairy products is a certainty. 
The Government assures a drastic change in eating 
habits and is now emphasizing the necessity for 
victory gardens on a national scale. The point 
simply is that while no one in the United States is 
going hungry, underneath the surface a_ basic 
change is in the making. First of all, food produc- 
tion from normal sources will be restricted by the 
amount of manpower and equipment available. 
Secondly, demand due to increased purchasing 
power, particularly in the lower brackets, and 
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heavier exports will automatically expand. Reflect- 
ing higher producing costs the underlying price 
trend is still headed upward. 


Dairy Products 


Expanding butter production along seasonal . 


lines during the near-term period will not allevi- 
ate the supply-to-demand ratio to any notable de- 
gree. In the first place, cold storage holdings are 
now only a fraction of the normal complement. 
About 30 per cent of new production will be taken 
over by the Government for military, lend-lease, 
and reserve purposes. Strict rationing will prevail 
for an indefinite period, and prices will be main- 
tained at levels that will tend to encourage max- 
imum output. 

The demand for milk and milk products exceeds 
the ability to produce by an extensive margin, 
and this means that even though cheese produc- 
tion will expand sharply along seasonal lines, 


there is a limit to the magnitude of expansion. 
Cold storage holdings have declined sharply in 
recent months, and Government buying of cheese 
for military and lend-lease requirements will take 
50 per cent of all cheddar production this year. Pro- 
tective reserves are basically sound. 


The egg-feed price ratio remains favorable, and 
at the beginning of this year laying flocks ruled 
9 per cent larger than for the same period in 1942. 
No extensive increase in cold storage holdings is 
in prospect as Government requirements in dried 
form are mounting for shipment abroad. Because 
of the seasonal factor, there is no immediate buy- 
ing incentive. 

It is of interest to note that in recent weeks the 
McGill Index of All Commodities has moved up at 
a comparatively fast pace. This Index stands at a 
new high of 103.5 as compared with 93.9 a year 
ago, and 75.6 two years ago. 





What Do You Need — 
And What Can You Spare? 


The Medford Clinic Hospital, Medford, Wiscon- 
sin, has for sale a Climax bed pan sterilizer. This 
sterilizer has been in use for only a short time. 
Serial number C68210; Hospital Supply Company 
of New York. 


* * 


Mary L. Duke, superintendent of the Wake 
County Tuberculosis Sanatorium, Raleigh, North 
Carolina, advises that they are in need of one dozen 
fire extinguishers for the Wake County Sana- 
torium. 

% * * 


A. C. Seawell, administrator of the City-County 
Hospital, Fort Worth, Texas, advises that they 
have the following guides for sale and will make 
an unusually attractive price to anyone who might 
have need for them: 


REMINGTON RAND FILE GUIDES 





Quantity Description 

4,400 444 x6 3rd Cut 3rd_ Position 

5,000 4y5 x6 3rd Cut 2nd Position 
600 4% x6 5th Cut 4th Position 
400 44% x6 5th Cut 3rd Position 
600 4% x5 5th Cut 4th Position 
800 4144 x6 5th Cut 5th Position 
300 4% x6 5th Cut 2nd Position 


The guides, which have metal inserts at the top, 
were purchased three years ago but have never 
been used. 
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Cancellation of Southeastern 
Hospital Conference 


The Officers and Executive Committee of the 
Southeastern Hospital Conference, after consulta- 
tion with the Office of Defense Transportation and 
in response to the special appeal of the Southeast- 
ern Regional Director, voted to postpone indefi- 
nitely the eighth annual conference scheduled to 
be held April 29 to May 1 in Atlanta, Georgia. 
Should circumstances require it, the officers of the 
conference will give thought to a special meeting. 





War Problems to Dominate Program 
of Tri-State Hospital Assembly 


The fourteenth annual Tri-State Hospital As- 
sembly, which will be held at the Palmer House, 
Chicago, from May 5 to 7, will be a war confer- 
ence, giving hospital people every opportunity to 
learn from outstanding authorities how to cope 
with war problems, according to Dr. Malcolm T. 
MacEachern, chairman. Representatives of the 
various governmental agencies will be prominent 
on the program and will be available for confer- 
ences on how best to cooperate with them and to 
use their services. 

The need for making hotel reservations early is 
emphasized by Albert G. Hahn of Evansville, In- 
diana, executive secretary of the Tri-State Hospi- 
tal Assembly. The states participating in the meet- 
ing are Illinois, Indiana, Michigan and Wisconsin. 
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Prize-Winning Hospital Bulletins 


The Committee on Awards of the American Hos- 
pital Association met at luncheon, Friday, Febru- 
ary 12, during the Mid-Year Conference, to select 
the outstanding bulletins, news-letters, house or- 
gans, and other publications issued by hospitals 
and hospital associations. 


The great amount of interesting and informative 
material submitted to the judges made their task 
all the more difficult. Several entries had to be dis- 
qualified because they were received after the 
deadline of February 8. The judges mentioned in 
their discussions several other bulletins which 
were known to be exceptional publications, but 
which had not been submitted to this competition. 
It is hoped that increased interest will mark these 
annual judgings and that in time to come the 
award of a Blue Ribbon to the outstanding bulletin 
will be a much-coveted prize. 


The members of the Committee— 


R. F. Cahalane, Chairman 
Rev. John J. Bingham 
Dr. R. H. Bishop, Jr. 


The committee was assisted in its selections by 
Elmer Jacobs, nationally known artist. 
Awards 


The judges awarded first prizes in each of three 
categories and honorable mentions to the run- 
ners-up. 


I BLuE Risson: Northeastern Hospital Bulletin 


of the Northeastern Hospital, Philadelphia 
for the best monthly bulletin by a single 
hospital 

HONORABLE MEntTIOoN: The Pilot 


published by Evanston Hospital Association 
Evanston, Illinois 


II Bue Risson: Crouse-Irving Bulletin 


Crouse-Irving Hospital, Syracuse, New York 
for the best quarterly bulletin by a single 
hospital 

HonoraB_eE MENTION: Reading Hospital 

Bulletin 

Reading Hospital, West Reading, Pennsyl- 
vania 

HonoRABLE MENTION: Columbia Comments 
Columbia Hospital, Milwaukee, Wisconsin 


III Buue Risson: Association News 
Texas Hospital Association 
for the best bulletin issued by a hospital as- 
sociation or council 
HONORABLE MENTION: Hospital Council 
Bulletin 
Chicago Hospital Council 
HONORABLE MENTION: Western Hospitals News 
Letter 


Association of Western Hospitals 
San Francisco, California. 


COMMITTEE ON AWARDS OF THE AMERICAN HOSPITAL ASSOCIATION: Rev. John J. Bingham, New 
York City; C. Rufus Rorem, Chicago; R. F. Cahalane, Boston; Elmer Jacobs, Chicago; Dr. R. H. Bishop, Jr., Cleveland. 
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Rationing Plan for Foods and Other Items 


in a press release of the Office of War Infor- 

mation upon behalf of the Office of Price Ad- 
ministration in summarizing the Government ra- 
tioning plan for foods and other items. The War- 
time Service Bureau of the American Hospital 
Association has just issued a bulletin to all insti- 
tutional members interpreting the rationing regu- 
lations in terms of hospital application. 

The release reproduced below will be helpful, it 
is believed, to those readers of HOSPITALS who, 
not being institutional members, do not receive 
the bulletins of the Wartime Service Bureau. It 
also should serve as an extra reminder to all mem- 
bers of the importance of prompt and intelligent 
action in the registration of hospitals for the ra- 
tioning program. 

It should emphasize, as well, the importance of 
cheerful cooperation with the Government’s ra- 
tioning plan which is so important to the war ef- 
fort and to the orderly distribution of the restricted 
amounts of commodities available to the civilian 
population. 


Te information printed below was contained 


* * * 


OFFICE OF WAR INFORMATION 


Office of Price Administration 
Gen. R. O. 5—February 18, 1943 


Rationing regulations which commercial eating 
places and other institutional users of foods follow 
in obtaining supplies of rationed foods—those now 
being rationed and those to be rationed in the fu- 
ture—were consolidated into a single food pro- 
gram today by the Office of Price Administration. 

The new program will become effective on 
March 1, when consumer sales start under the 
processed foods rationing program. It is contained 
in General Ration Order 5 (Food Rationing for 
Institutional Users). 


Highlights of the Program 


1 All institutional users (such as_ boarding 
houses, hospitals, jails, canteens, restaurants and 
hotels) must register under the new program. 
Even though they have rationed foodstuffs on hand 
they will not be permitted to use them after the 
registration period expires unless they have regis- 
tered. The registration period is from March 1 to 
10 inclusive. 
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2 Institutions which have more than one estab- 
lishment, such as a chain restaurant organization, 
have the option of registering all units on one regis- 
tration form with the local War Price Board for 
the area where it has its principal business office, 
or, of registering each establishment separately 
with the local board for the area where the estab- 
lishment is located. Until now such organizations 
could group their unit registrations much as they 
chose. 

3 Coffee, sugar and processed foods will come 
under the program at the start. Meat will come un- 
der this program when it is rationed. 

4 New bases are used for computing the insti- 
tutional user’s allotments of coffee and sugar. 


5 Allotment periods for all rationed foods are 
two months each for institutions, beginning next 
March 1. 

By consolidating the rules which institutional 
users follow in obtaining rationed foods, a simple 
and flexible procedure is obtained that was other- 
wise impossible. OPA has consulted with repre- 
sentatives of restaurant, hotel, hospital and other 
institutional groups in working out the plan. 


The program divides institutional users into 
three groups: 

Group I Small boarding houses and similar es- 
tablishments. 

Group II Institutions of involuntary confine- 
ment. 

Group III All others, such as restaurants and 
hotels. 


The program was timed to go into effect with the 
start of restricted sales under processed foods ra- 
tioning so that only one registration would be re- 
quired for institutional users for that and all other 
food programs. 

The order also reflects the experience gained by 
both trade and government under the coffee and 
sugar rationing programs. 

Through increased flexibility of rationing rules, 
made possible by the plan, hospitals may, for ex- 
ample, obtain additional allotments to meet the 
dietary needs of patients. Restaurants whose trade 
increases substantially during an allotment period 
and whose allotments are not large enough to 
cover the increase may get supplemental allot- 
ments with a minimum of inconvenience. Pro- 
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vision is also made for emergency allotments in 
cases of public disasters, such as fires and floods, 
when sufferers must be fed. 

The method in which the program operates is as 
follows: 

Group I—Pooled-Book Group 

Establishments in Group I, such as small board- 
ing houses, are very much like enlarged house- 
holds and are treated in much the same way as 
households. They get their supplies of rationed 
foods by using the ration books of their boarders 
and others who eat there. They thus operate on 
what is known as the “pooled book” plan. 

This plan is compulsory for eating places other 
than institutions of involuntary confinement and 
ships—where more than six but fewer than 50 peo- 
ple reside and where 80 per cent of the food service 
is to people living on the premises and eating eight 
or more meals a week there. 

Any institutional user whatsoever—a large 
boarding house, a hotel or a restaurant, or even 
a jail—may adopt the plan if it desires. But any 
establishment which operates under it will not be 
permitted to acquire rationed foods in any other 
manner. 

In this plan, the presumption is that a person 
who takes eight or more meals at a place where he 
lives does not have to use his ration book any- 
where else. If he does, he can make appropriate 
arrangements with the boarding house proprietor. 


Group Il—Institutions of Involuntary Confinement 


In such institutions, the problem of controlling 
the supply of rationed foods is simplified by the 
circumstance that they have a relatively stable 
population, and even more so by the fact that they 
generally operate on a per person food budget. 


At the time of registration applicants in Group 
II declare the number of persons served during 
December 1942, the base month in most institu- 
tional user calculations. The local War Price and 
Ration Board multiplies this figure by the allow- 
ance per person. The first allotment for the two- 
month period beginning next March 1 is twice the 
figure thus obtained. The same allotment is 
granted for the second period. 


The allotments for all periods after the first and 
second will be based on the number of persons 
served during the two calendar months preceding 
the date on which applications of new allotments 
can be made. 


Group I1I—General Group (Restaurants and 
other Eating Establishments) 


Problems and operations of the third, or general, 
group of institutional users of rationed foods are 
more complex than those of boarding houses and 
institutions of involuntary confinement. The third 
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group includes, for example, restaurants, cafeterias, 
hotels, refreshment stands and charity establish- 
ments. The order determines the amounts of ra- 
tioned foodstuffs that Group III institutions may 
obtain upon the following bases: 


1 The quantities of sugar, coffee and processed 
foods used during December are multiplied by a 
percentage (or “factor”) which is determined in 
accordance with the nation’s supplies of rationed 
foods. 

2 The number of persons served during Decem- 
ber is multiplied by an allowance per person for 
each food item. 

3 The smaller of the two figures obtained under 
the two calculations described above becomes the 
institutional user’s base. 


The allotment of each rationed fooa for the first 
period (March 1 to May 1) is twice the base for 
that food. The same allotment is also given for 
the second period. 


A supplement to General Ration Order 5, to be 
filed shortly, will contain the “allowance per per- 
son” figures and the “December use factor” to be 
applied by Group III institutional users in com- 
puting their bases for sugar, coffee, and processed ~ 
foods. It will also contain the “average point 
value” for processed foods, which will be used in 
determining the point value of all institutional 
users’ inventory of processed foods, as of the close 
of business on February 28, 1943. 


The same average point values will be applied 
by Group III institutional users in determining the 
point value of the processed foods which they used 
in December 1942. 


The amount of allotments for subsequent periods 
increases with increases in business. Such an in- 
crease may be proved by showing the number of 
persons served and the dollar receipts over a two- 
month period. If the dollar total is up but the num- 
ber of persons served has remained constant no 
increases will be granted; the figures would simply 
show that prices had been raised. However, if the 
number of persons served also has increased, the 
local boards are authorized to increase the allot- 
ment. 


December was selected as the base month in 
calculating allotments, OPA explained, because it 
shows, by and large, the amount of consumer de- 
mand that the restaurant or other establishment 
normally satisfies. 


However, while the actual use of rationed foods 
during that month can be taken as a basis for 
fixing the allotment, the institutional user does not 
receive that full amount but is curtailed in ap- 
proximately the same proportion that rationing 
curtails the individual consumer under coupon 
or point rationing. 
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Furthermore, to prevent inequalities an addi- 
tional test is used in determining the basis for all 
allotments. Certain restaurants feature a particu- 
lar food, such as meat. When that food is rationed, 
such restaurants would have an advantage over 
other restaurants that did not feature meat if the 
allotments to all restaurants were based only on 
December use. The same would be true of restau- 
rants which serve unusually large portions. 


Under rationing, OPA decided, the amount of ra- 
tioned foods which a restaurant (and a restaurant 
patron) can get should not be increased merely 
because unusually large portions of that food were 
served in the past. Rationed foods are too scarce 
for that. Therefore, the per person allowance of 
rationed foods served becomes a primary consid- 
eration in setting the basis for the restaurant’s 
food allotments. 
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Plasma For Civilian Defense 


The Medical Division of the Office of Civilian 
Defense and the United States Public Health Serv- 
ice report the current status of the blood plasma 
program which was initiated in the early spring. 


The report indicates that 130 hospitals have now 
received grants-in-aid and are preparing reserves 
of plasma to total at least 63,130 units. In addition 
to this reserve, 27,500 units of frozen plasma have 
been obtained through the Army and Navy from 
blood collected by the American Red Cross. This 
supply has been distributed. The Medical Division 
has also procured 37,500 units of dried plasma from 
blood collected by the American Red Cross, and 
this supply is in process of distribution. 


The total reserve, which is largely concentrated 
in the 300 mile coastal target areas, will be 126,630 
units for treatment of casualties resulting from 
enemy action. In addition, 1250 units are in Puerto 
Rico and 250 in Alaska. 

In addition to these sources of plasma, the Red 
Cross is distributing to target areas 5000 units 
which will be available to the Office of Civilian 
Defense for treatment of civilian casualties result- 
ing from enemy action. Many hospitals which 
have not received grants under the OCD-USPHS 
program are also preparing plasma reserves which 
total approximately 50,000 units. 


Plasma required for the treatment of war- 
related injuries may be obtained by any com- 
munity through its Chief of Emergency Medical 
Service. To meet such emergencies, plasma may 
be transferred: (1) within a State by the State 
Chief Emergency Medical Service; (2) within a 
Region by the Regional Medical Officer; and (3) 
from one Region to another by the Medical Divi- 
sion, U. S. Office of Civilian Defense. Following is 
the most recent statement of the amounts of plas- 
ma available in each Civilian Defense Region: 


REGION I 
In preparation: 
12,660 units in 27 Grantee Hospitals 
3,750 units of Dried Plasma 
Distributed: 
3,000 units of Frozen Plasma 





19,410 Total units 






REGION II 
In preparation: 
19,080 units in 33 Grantee Hospitals 
7,500 units of Dried Plasma 
Distributed: 
6,000 units of Frozen Plasma 





32,580 Total units 
REGION III 
In preparation: 
7,475 units in 18 Grantee Hospitals 
3,750 units of Dried Plasma in the Region 
3,750 units of Dried Plasma in Washington, D. C. 
for transfer wherever it may be needed 
Distributed: 
4,000 units of Frozen Plasma 





18,975 Total units 
REGION IV 
In preparation: 
4,560 units in 13 Grantee Hospitals 
2,250 units of Dried Plasma 
Distributed: 
1,000 units of Frozen Plasma 





7,810 Total units 
REGION V 
In preparation: 
3,140 units in 8 Grantee Hospitals 
1,500 units of Dried Plasma 
Distributed: 
1,500 units of Frozen Plasma 











6,140 Total units 
REGION VI 
In preparation: 
4,040 units in 8 Grantee Hospitals 
1,500 units of Dried Plasma 
Distributed: 
3,000 units of Frozen Plasma 





8,540 Total units 
REGION VII 
In preparation: 
945 units in 2 Grantee Hospitals 
750 units of Dried Plasma 
Distributed: 
500 units of Frozen Plasma 





2,195 Total units 
REGION VIII 
In preparation: 
6,130 units in 11 Grantee Hospitals 
3,750 units of Dried Plasma 
Distributed: 
1,000 units of Frozen Plasma 





10,880 Total units 
REGION IX 
In preparation: 
5,100 units in 10 Grantee Hospitals 
7,500 units of Dried Plasma 
Distributed: 
7,500 units of Frozen Plasma 





20,100 Total units 
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pital Service Plans opened February 8 at 

10 a.m. with a report from the Committee on 
National Enrollment. John R. Mannix of Detroit 
presided as chairman. The importance of reci- 
procity of enrollment and transfer of membership 
was discussed by Carl M. Metzger of Buffalo, a 
committee member. He believed that such transfer 
privileges were necessary to give a feeling of unity 
to the public concerning the Blue Cross plans of 
the country. From the discussion there arose two 
suggestions, the suggestion that each Plan be pro- 
vided with a list of the persons immediately re- 
sponsible for handling transfers and also that spe- 
cific procedures be developed to facilitate the han- 
dling of transferred subscribers. 


Frank Van Dyk of New York City and Ralph G. 
Walker of Los Angeles presented the committee’s 
recommendation of a proposed comprehensive 
contract with uniform benefits. It was emphasized 
that local differences of inclusion or exclusion of 
special services should ultimately be reconciled 
with the public need and desire for complete hos- 
pital care. The delegates endorsed the compre- 
hensive contract and agreed to recommend its 
adoption by the boards of trustees of the respec- 
tive Blue Cross Plans. 


Te Winter Conference of the Blue Cross Hos- 


a 
Louis H. Pink, president of the Associated Hos- 
pital Service of New York and a member of the 
Hospital Service Plan Commission, told the dele- 
gates at the luncheon session that he entered the 
Blue Cross field because he was interested in dis- 
tributing hospital and medical service adequately 
among the people and he believed that this vol- 
untary, nongovernmental method was _ superior 
to compulsory programs established by govern- 
mental enactment. 
4 
A discussion of problems of office organization 
was led by Frank A. Deniston of Chicago, chair- 
man of the Committee on Office Organization. The 
general subject was the administrative control of 
personnel through such procedures as job analysis, 
job specification and salary standardization. 


The accounting session under the chairmanship 
of Arthur M. Calvin of St. Paul centered most of 
its discussion upon the subject of reserves which 
was presented in a formal paper by J. Douglas Col- 
man of Baltimore. A subcommittee of the account- 
ing and statistics groups reported that it was at 
work upon recommendations as to the probable 
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Group posing for press photographer: James 
A. Hamilton; E. A. van Steenwyk; Louis H. 
Pink; Frank A. Deniston; C. Rufus Rorem. 


cost and utilization which would be involved in 
the comprehensive contract with uniform benefits. 


James E. Stuart of Cincinnati, chairman of the 
Committee on Enrollment Methods, presented a 
formal report containing specific recommendations 
which were adopted by the group. Briefly stated, 
the recommendations included the following: 
emphasis on community service; contrast with 
commercial service; cooperation with manage- 
ment; full use of hospital representatives and civic 
leaders; active public education; regular resolicita- 
tion of subscribers; additions to groups at time of 
first employment; waiver of benefits for high per- 
centage groups; further enrollment in villages and 
small towns; special study and emphasis upon the 
enrollment of self-employed individuals. 


3 

E. B. Crawford of Chapel Hill, North Carolina, 
presided at the session dealing with problems of 
rural development. He reported a temporary ex- 
periment in North Carolina by which the two hos- 
pital service plans have each enrolled a substantial 
number of borrowers from the Farm Security Ad- 
ministration at a special annual subscription rate 
payable in advance and guaranteed by the Ad- 
ministration. Experience as to utilization had been 
such as to justify active continuance and expansion 
of farm enrollment. 

At a luncheon meeting on Tuesday, Dr. R. H. 
Bishop, Jr., chairman of the Committee on Blue 
Cross Plan Approval pledged the support of his 
committee to accomplishing active cooperation on 
the part of member hospitals throughout the 
United States and submitted proposals to imple- 
ment and emphasize the principle of hospital re- 
sponsibility for service due subscribers. 
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WINTER CONFERENCE 
BLUE CROSS PLANS 


Highlight of the Winter Conference of Blue Cross Plans was the Annual 
Banquet, Wednesday, February 10, in the Gold Coast Room of the Drake Hotel, 
Chicago. The guests at the speakers table are Dr. R. H. Bishop, Jr., Cleveland; 
William S. McNary, Denver; Dr. Peter D. Ward, St. Paul; John A. Connor, 
Columbus; Rev. John W. Barrett, Chicago; John R. Mannix, Detroit; E. A. 
van Steenwyk, Philadelphia; Carroll Binder, Chicago; C. Rufus Rorem, Chi- 
cago; James A. Hamilton, New Haven, Connecticut, President, American 
Hospital Association; Frank J. Walter, Denver, Colorado, President-Elect of 
the American Hospital Association; Mrs. C. Rufus Rorem, Chicago; Joseph 
G. Norby, Milwaukee; Ruth Weiland, Chicago; Dr. Herman Smith, Chicago. 
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Blue Cross executives studying a display of hospital and 

plan literature. Left to right: Jack Williams, Chicago; 

E. P. Lichty, Des Moines; Ralph Walker, Los Angeles; 

John McNamara, Cleveland; Frank Garman, Philadel- 
phia; Ralph Jordan, Columbus. 


The statistics session under the chairmanship 
of Harold V. Maybee of Wilmington, Delaware, 
was opened by a paper on the subject of ‘“Non- 
Group Enrollment” by Allen B. Thompson, vice- 
president and actuary of the Associated Hospital 
Service of New York. There is general interest 
throughout the country in the enrollment of self- 
employed individuals and many practical sugges- 
tions were offered by the delegates in attendance. 


R. F. Cahalane of Boston led a discussion on 
problems of public education emphasizing the need 
of identifying Blue Cross as a community service 
in order that the various media of public informa- 
tion could be drawn upon to the greatest possible 
degree. 


W. J. Griffin, president of the Michigan Hospital 
Service, led a discussion on the present status of 
hospital responsibility for service as expressed in 


the existing legal instruments and legislation u:- 
derlying contracts for service. 


James A. Hamilton, president of the American 
Hospital Association, was the luncheon speaker on 
Wednesday and emphasized the interdependence 
of hospitals and Blue Cross Plans if the voluntary 
system of hospital service is to survive and expand 
in the United States. 


A uniform certificate for member hospitals of 
Blue Cross Plans was presented by William S. Mc- 
Nary, chairman of the Committee on Hospital Re- 
lations. The recommendation was approved by the 
conference with the request that copies be made 
available for all Blue Cross Plans and member 
hospitals. 


John A. McNamara, chairman of the Commit- 
tee on Medical Service Plans, presented the out- 
line of a national surgical plan which might be 
offered to subscribers through the Blue Cross 
Plans in those areas where medical service plans 
are now in operation under the sponsorship of or- 
ganized medicine. After discussion the committee 
was encouraged to continue their consideration of 
the problem as an important part of the national 
development of group pre-payment for the cost of 
hospitalized illness. 


The speaker at the banquet on Wednesday eve- 
ning, for which E. A. van Steenwyk, chairman of 
the Commission, served as toastmaster, was Car- 
roll Binder, Foreign Editor of the Chicago Daily 
News and director of the Daily News foreign serv- 
ice. He spoke on the subject “Trends in Foreign 
Affairs.” Approximately 150 Blue Cross executives, 
trustees and hospital administrators were in at- 
tendance. 





Joint Meeting of the Committees on Accounting and Statistics: Clockwise, beginning with gentleman at far left—R. G. 
Walker, Los Angeles; F. S. Garman, Philadelphia; K. C. Campbell, Boston; J. D. Colman, Baltimore; M. J. Norby, 
Chicago; H. V. Maybee, Wilmington, Chairman of the Statistics Committee; A. B. Thompson, New York; Clay Rem- 
ington, Chicago; Ralph Jordan, Columbus; E. P. Lichty, Des Moines; H. G. Irons, Wilmington. 
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Conversion of Oil Fired Power Plants 


WARREN P. MORRILL, M.D. 


and promises to continue to worsen for the 

duration. Every new ship that is launched and 
every plane that leaves the assembly line demands 
its quota of fuel oil or gasoline, and these demands 
must take priority over any demands that could be 
met by other fuel. The problem lies not in the 
question of supply of the fuel itself but in the 
means for its transport. Despite record breaking 
progress in the building of such pipelines as the 
supply of steel for pipe has permitted, the relief 
to be expected from that source is not much if 
any more than enough to meet the increasing 
military needs. 


T:: FUEL OIL situation is growing steadily worse 


Already orders for conversion to fuel other than 
oil are being issued very widely—sometimes in 
blocks of hundreds in a single community. Since 
the basis of the needs is military demand the 
plants ordered to convert are in general those to 
whom the denial of fuel would cause the least in- 
terference with the war effort. 


Hospitals being classified as essential to the war 
effort have thus far enjoyed relative immunity to 
the conversion orders but there is no certainty 
how long before they too must face the problem. 
When plants are studied preliminary to the issu- 
ance of conversion orders, the cost of the instal- 
lation or of operation is not ordinarily taken into 
serious consideration. Some voluntary hospitals 
have resisted the order on the theory that the 
unusual expenditure involved would be a mis-use 
of charitable funds. It is understood that in a 
limited number of cases this plea has been at 
least temporarily successful but it can not be 
relied upon as a permanent protection. In ordering 
conversion in industrial plants, the oil conserva- 
tion authorities have usually based their decision 
on a rather complicated engineering formula, the 
principle of which is that if the critical materials 
needed to build the proposed new equipment are 
so much as to outweigh the advantages of the sav- 
ings in oil, the plant is not required to convert. 
One stoker manufacturer reports that on this basis 
approximately one-half of the plants surveyed 
have not been ordered to convert. 
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Procedure 


The first step to be taken toward conversion or 
to meet the requirements necessary to secure ex- 
emption from a conversion order is to secure a 
thorough engineering survey of the changes that 
will be needed. Such surveys may be made by a 
consulting engineer separately employed or the 
leading manufacturers of stoker equipment will 
be glad to make the survey without cost or obli- 
gation, and such surveys will usually be found to 
be entirely trustworthy both as to cost of instal- 
lation and as to probable efficiency and cost of 
operation. These changes are not limited to the 
actual burning apparatus but possible changes in 
the boiler setting, removal of oil tanks, provision 
of coal storage facilities, etc. Since the decision 
will be based on the use of critical materials and 
not on cost to the hospital, it is not probable that 
space restrictions which require added storage fa- 
cilities at some remote place and consequent re- 
handling of the coal will be given much if any 
consideration. 


Types to Be Considered 


In the decision as to the type of solid fuel com- 
bustion apparatus to be installed, there are many 
factors to be taken into consideration. Certain 
general principles will, however, apply in almost 
all cases. 

Mechanical firing is so much more economical 
of fuel than hand firing that some type of mechan- 
ical firing is far preferable. Also, the combustion 
space required for a mechanically fired installation 
so closely approximates that required for an oil 
installation that the changes required in prepara- 
tion for mechanical firing are minimal. 

There are three types of apparatus that will most 
commonly be considered—underfeed _ stokers, 
spreader type, and pulverized fuel apparatus. In 
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some of the larger plants there are others to be 
considered but since they involve major changes 
in the entire boiler equipment, they must be con- 
sidered as new rather than as conversion instal- 
lations. 

Underfeed Stoker 


The least expensive of the installations is the 
underfeed type of stoker. This type of stoker is 
capable of high efficiencies, fairly close regulation, 
and is capable of burning a wide variety of coals, 
but its highest efficiency can be attained only with a 
coal having a low ash and low volatile content 
characteristic of the Appalachian and Ohio Valley 
regions. 

Spreader Type of Stoker 


The spreader type of stoker is an overfire feed- 
ing apparatus in which the coal is blown in, the 
“fines” burning in suspension, and the larger 
lumps falling to make a thin fire bed on the grates. 
Since this type handles the high as well as the 
low volatile coals well it has an advantage in those 
areas in which the rail haul of the higher grade 
bituminous is greater than that of the lower grade 
high volatile coals. This type like pulverized coal 
installations has the disadvantage of a large 
amount of fly ash and thus requires the instal- 
lation of adequate ash arresting devices. 


The installation of the spreader type of stoker 
costs some fifty per cent more than does the under- 
feed type and its principal advantage is derived 
from its ability to give high efficiencies with types 
of coal which the underfeed type can not burn 
efficiently. It is particularly suited to regions in 
which the lower grades of coal offer more heat 
units per dollar than do the higher grades to which 
the underfeed type of stoker is best suited. 


Pulverized Fuel Equipment 


Pulverized fuel equipment costs some fifty per 
cent more than does spreader type installations. Its 
operation characteristics closely approximate 
those of an oil burner installation except that 
here again special precautions must be taken to 
control the fly ash problem. One disadvantage of 
pulverized coal is the fact that once pulverized the 
fuel is highly explosive. For this reason the Na- 
tional Board of Fire Underwriters requires that 
“a portion of the exterior wall area equal to not 
less than ten per cent of the combined areas of the 
enclosing walls shall be of light noncombustible 
material, preferably thin glass.” In practice, com- 
pliance with this regulation is practically impos- 
sible if the boiler room is located in a basement in 
which less than half of the exterior wall is above 
ground. 


Both the spreader and the pulverized types of in- 
stallations have the advantage that they can be 
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so installed in combination with an oil firing sys- 
stem, that the switch from the coal to the oil fuel 
can be accomplished in a very short time, less 
than an hour in the case of pulverizer systems and 
two to three hours in the case of spreaders. As a 
permanent installation, this has decided advan- 
tages as it permits shifting from the one fuel to 
the other to meet fluctuations in the cost of the 
fuel, or to meet emergency conditions in the sup- 
ply of fuel such as the present shortage of oil or 
a shortage of coal such as might follow a strike 
by miners or by railroad employees. The former 
is a more important item than appears at first 
glance. The institution is interested in its cost per 
heat unit rather than the cost per pound of fuel, 
whether oil or coal, and the flexibility gained by 
alternate installations will often be sufficient to 
more than pay out the added cost. 


Control of Combustion Conditions 


Whether a given plant will operate at the fifty- 
five per cent efficiency of the average hand fired 
installations or the near eighty per cent of the 
more modern type is basically a question of the 
ability to control combustion conditions and the 
intelligence with which it is operated. Control of 
combustion conditions is based not only on the 
type of apparatus used but also on accurate infor- 
mation as to what these combustion conditions 
actually are. The heat content and burning charac- 
teristics of the fuel, condition of the furnace and, 
above all, draft conditions, are the controlling fea- 
tures and no mere guesswork or rule of thumb will 
keep them in proper balance. Combustion engi- 
neering has provided instruments to measure 
every phase of these conditions and the efficiency 
—therefore the economy—of any combustion ap- 
paratus is largely a question of how completely 
and how closely the conditions are kept under 
control by the use of the various engineering de- 
vices designed to give accurate knowledge of just 
what is happening to the fuel in the furnace. 
Proper instruments are somewhat expensive in 
first cost but a judicious selection will permit 
economy in operation that will usually pay out 
their cost in not more than two years—often in 
less than one. 


It is understood that the oil conservation author- 
ities are permitting plants which convert from oil 
to other fuel, to still secure oil up to some fifteen 
per cent of their normal demands. Hospitals ordi- 
narily have a fairly large spare boiler capacity, 
often an amount equivalent to their normal load 
demand. For this reason it is probably the part of 
wisdom to convert to solid fuel only enough boilers 
to carry the normal load and to rely on the oil 
allotment allowed to be used for emergency and 
other standby demands. 
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People Must Eat 


AUGUST E. GILSTER 


cludes the problems of the manufacturers, dis- 

tributors and consumers—hospitals come un- 
der this category—are serious. In wartime not 
only must food be provided for the armed forces, 
but the civilian population must be well fed. The 
average person in civilian life consumes about one 
ton of food per year, the Army figures show that 
our soldiers get a little more than 1800 lbs. each, 
per year. 


The big job right now in the food business is to 
educate the civilian population to eat as well bal- 
anced and nutritious food as the military leaders 
have worked out for our armed forces. The armed 
forces must eat what is put before them and it 
comes pretty near to being the perfect diet for 
strong, healthy bodies. For civilians as a whole, 
there is relatively little scientific meal planning 
in spite of all the various educational programs in 
this direction, but the situation is progressively 
improving because of the ever increasing publicity 
along these lines. A good example of this was the 
month of June campaign in the Saturday Evening 
Post with which thousands of grocers throughout 
the country cooperated. 


Many retailers seem to think that because of 
the war, there would be less and less food business. 
This attitude just does not make sense. Our armed 
forces total about 4% million, so this leaves 130 
million who, for the most part, must continue to 
get their food at grocery stores. In other words, 
percentage-wise, there will not be much more dif- 
ference in food tonnage than before the war. 


Te PROBLEMS of the food industry, which in- 


Influence of Economic Situation on 
Food Purveyors 


True, the economic situation may force some 
retailers out of business. Some food retailers along 
with retailers in other lines of business will be out 
of business, but those who remain will sell just that 
much more, unless, of course, the food is not ob- 
tainable. But, in our vast country where we have 
grown and manufactured more foods than we have 
ever consumed heretofore, there is little reason to 
believe that we will have food shortage to the 
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point where the population will have to suffer 
very much. 


Price regulations have put a ceiling on prices, and 
other factors will, more or less, put a floor under 
prices so that the range will narrow by relation to 
our peacetime economy. 


The labor shortage presents one of the most 
serious problems the food industry has to meet. 
The tonnage of food will have to move to the con- 
sumers with less labor than in peacetime. A lot of 
frills of the trade will have to go. Competition will 
continue on as before except that prices will not 
be so much of a factor. As a matter of fact, this is 
true today. 


More and more, the effects of gas rationing and 
tire shortage will force people to trade at stores 
within walking distance of their homes. The 
larger markets that have depended on price and 
parking for business, no doubt, will find some way 
of holding their share of the business, or at least, 
part of it. For years and years thousands of mer- 
chants throughout the nation did business in small 
stores as well as big ones and somehow, some way, 
the merchants of today will overcome the handi- 
caps being forced upon them. The people need 
food and they will get it. 


Nothing is going to stop delivery of food to 
stores even though it is curtailed. Delivery from 
the store to the consumer has already been cur- 
tailed without much hurt to anybody concerned. 


Post-War Commodity Prices 


The Civil War lasted four years. World War I 
lasted four years. Commodity prices rose rapidly 
to a peak the last year of the Civil War and then 
there followed a period of thirteen years of defla- 
tion that brought prices down to exactly where 
they were when the Civil War started. The pattern 
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of this rise and fall of commodity prices almost 
exactly happened during World War I and the 
subsequent thirteen-year period of deflation. In 
fact, if the two periods are platted and laid-over 
the other, they almost identically coincide. As 
both of these thirteen years of deflation periods, 
1910-1914 (equal 100), approached their normal 
line, we entered into secondary post-war depres- 
sion. 


The secondary post-war depression following 
the Civil War was known at the time as the Panic 
of 1873. This was the longest depression we had up 
to the one we have just been through and covers 
a period from 1873 to 1879. This was then followed 
by the “Gold Resumption Period of Prosperity.” 
We had been off the gold standard then as we are 
now. On January 2, 1879, paper currency issued in 
the period of the Civil War as a war measure was 
made redeemable at par with gold. The national 
debt bearing 6 per cent interest was refunded into 
bonds paying 4 per cent. Confidence was quickly 
restored to capital and a more hopeful feeling pre- 
vailed among business men than at any period 
since the Panic of 1873. However, no sudden leap 
to prosperity was predicted. The immense volume 
of exports at lower prices than at any time for 25 
years indicated the magnitude of the United States 
resources. 


About the middle of 1940, we definitely emerged 
from the secondary post-war depression following 


the World War I and entered what will perhaps 
become known as Armaments-Industry-Pros- 
perity. 

The Influence of Wage Rates 


In contrasting these two periods there is one 
major differing factor—the average wage rate per 
hour is over three times as high now as it was dur- 
ing the first period. (Index 1923-25 equals 100.) 


Wage rates rose in direct relation to commodity 
prices during the period from 1915-1920 and has 
substantially remained at that level ever since. 


A similar rise in hourly wage rates did not 
occur during the commodity price rise of the Civil 
War period. Now this brings us to the comparison 
of food prices of the two periods which is in- 
teresting for the reason that the prices prevailing 
in that period showed only a slight gain from Jan- 
uary 2, 1879, when the payment of gold was re- 
sumed and a year later when the gold resumption 
period of prosperity was getting under way. 


We are now witnessing a similar modest advance 
but not a run-away market unless inflationary 
processes get out of control. 


If inflation does not occur more severely than in 
the present modest form and we follow the sec- 
ondary post-war depression after the Civil War 
we are in for a long period of reasonably low com- 
modity prices adjusted however, to make allow- 
ance for a higher hourly-based wage rate. 





Victory Tax 


Recent Rulings 


Only the compensation which is includible in 
gross income for Federal income tax purposes is 
subject to withholding under the Victory Tax. 


The value of living quarters or meals furnished 
for the convenience of the hospital are not to be 
included in computing compensation. This is not 
confined to full maintenance. 


Special duty nurses are not regarded as em- 
ployees of the hospital and the withholding provi- 
sion does not apply to them. 

The $12 per week exemption applies only to 
weekly payrolls. The exemption for semi-monthly 
payrolls is $26 and for monthly payrolls $52. 
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Expansion 


In Cincinnati, an important addition has been 
made to the scientific laboratories of the William 
S. Merrill Company. An expanded research pro- 
gram in chemistry and biology made this addi- 
tional laboratory space necessary. This construc- 
tion was recently completed. 
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Handling and Preparing Meat Properly 
To Give Best Results 


1 Meat should be stored at temperature of 45° 
F. or lower. It should be cut up or chopped just 
before it is used. 


2 It should be cooked at a low temperature to 
preserve both food value and flavor. Cook it until 
it is tender, but not overcooked. 


3 Use all left-over meats. Keep them in a cold 
place until used. 


4 Learn to use the glandular meats—they are 
high in important food essentials and they are not 
rationed. 


5 Spread the flavor of meat by mixing it with 
other foods. Bread and other cereal products, as 
well as vegetables, are good “meat extenders.” 
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Minnesota Hospital Association 


The Minnesota Hospital Association will hold 
its 1943 convention at the Nicollet Hotel in Min- 
neapolis, May 16 to 18. 
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Hospital Accounting 


What Every Administrator Knows, or Should Know 


C. RUFUS ROREM, Ph.D., C.P.A. 


administrators: (a) some who are thoroughly 

familiar with the procedures and vocabulary 
of accounting records and reports, and who might 
be regarded as specialists in accounting, even 
though not actually engaged full-time in book- 
keeping or its supervision; (b) some who under- 
stand the terms of accounting reports, but who 
have never attempted to comprehend the account- 
ing procedures by which the reports are prepared, 
and who usually leave all problems of financial 
records to the bookkeeping or business depart- 
ments; (c) those who more or less resent the fact 
that good hospital care costs money, who consider 
financial reports as a necessary evil of hospital 
administration, and often have a mild suspicion 
that the accounting department deliberately 
shrouds the financial records in a veil of mystery; 
(d) those who are concerned primarily with pro- 
fessional responsibilities, such as nursing, social 
service, operating room, or dietary administration, 
and whose natural modesty leads them to feel that 
they are not qualified to discuss or inquire into 
the principles or practices of accounting. 


Some Self-Evident Truths 


It is my purpose to discuss some general prob- 
lems of hospital accounting, which are of such 
broad interest as to concern every person who is 
active in the field of hospital administration. And 
in doing so I will first present certain truths which 
I regard as self-evident, at least for purposes of 
this discussion. These self-evident truths are as 
follows: 


Tem ARE at least four categories of hospital 


Every administrator or department head is inter- 
ested in accomplishing his task at the least possible 
expense, consistent with a high quality of service. 
The expenses of a department should be as high 
as necessary, and as low as possible, to provide a 
proper standard of professional service. At times 
it may be economical to pay relatively high wages 
for excellent personnel and to purchase the best 
quality of food, supplies and materials. But extrav- 
agance obviously is not a virtue in itself, especially 
when the resources of sick persons or a generous 
contributing public are being used to pay the bills. 


! discussion of accounting requires uniform 
terminology and definitions. Accounting is a lan- 
guage which describes the financial transactions of 
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a hospital, and uniform vocabulary is just as neces- 
sary as in the discussion of a patient’s symptoms 
or medical or nursing procedures. For example, it 
is impossible to discuss “cost-per-patient-per-day” 
unless there is agreement as to what constitutes 
“cost,” a “patient,” and a “day.” 


Accounts should tell both “how things are” and 
“how they got that way.” This means that account- 
ing records should provide both a complete and 
understandable balance sheet of assets and obliga- 
tions, and a summary of all income and expense 
transactions. 


Accounting is made for the administrator, not 
the administrator for the accounts. Financial 
records and reports should serve as a tool for ap- 
praising past accomplishments and planning future 
activities. 


With the foregoing truths in mind, I am present- 
ing certain problems which have a direct or indi- 
rect interest for every one concerned with hospital 
administration, whether superintendent, depart- 
ment head, trustee or contributor. These are not 
all the important accounting problems, but I be- 
lieve they are typical and timely for the purposes 
of this session. They are: the importance of writ- 
ten records; storage and issuance of supplies; cal- 
culation of cost-per-patient-day; the problem of 
depreciation; budgeting. 


The Importance of Written Records 


Every business transaction in the hospital should 
be evidenced by a written record. Many events 
occur in a hospital which it is impossible for an 
administrator to observe personally. Moreover, he 
cannot personally transmit the information to a 
successor or other interested persons. Written evi- 
dence is necessary for adequate control and inter- 
pretation of hospital activities. Only by making a 
record of each transaction can the hospital director 
have complete knowledge of his institution. 


Control of Cash—When cash is received, a re- 
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ceipt should be issued for the amount, indicating 
the individual or department to be credited. Cash 
receipts should be deposited daily in a bank, 
whether in currency, checks, or drafts. 

Cash disbursements for hospital expenses and 
obligations should be made only by checks drawn 
upon a bank account. Each check should be author- 
ized by a memorandum indicating the creditor to 
be charged with the amount, which is the basis for 
debiting an expense department and crediting an 
account payable. This applies to merchandise ac- 
counts payable, as well as to salaries and wages. 

All money should be collected and paid out 
through the business office, not in the special serv- 
ice departments. Likewise the cashier should make 
or authorize all payments of cash, whether from 
a bank account or from a special fund of currency. 
A petty cash fund should be maintained for the 
control of all disbursements of currency. Receipts 
should be obtained for all amounts paid from the 
fund, and replenishment should be authorized by 
records of these payments. 

Day-Rate Service—A written memorandum 
should authorize each charge against a patient’s ac- 
count. For the day-rate service, a daily census 
sheet of patients may serve this purpose. The cen- 
sus sheet includes the name of each patient receiv- 
ing day-rate service, and his or her room number. 
Charges are determined and entered in the busi- 
ness Office. 

The daily census sheets prepared by the super- 
visors may be used by the bookkeeper as authority 
for charging the various patients’ accounts, and 
day-rate service. The various patients’ ac- 
counts should be “posted” daily, to show at 
all times the amounts receivable from each one, 
and the accumulation of earnings from day-rate 
service. The daily census sheets may carry special 
columns for the regular day-rate charges, and for 
discounts allowed as deductions from income. 

Records should be kept of charges against pa- 
tients, even though cash is received when the serv- 
ice is rendered, or an allowance made immediately. 
This means that there are two transactions entered 
when a patient pays cash for hospital services: 
first, the amount of the gross earnings is charged 
to the patient’s account; second, the receipt of cash 
is credited to the patient’s account. 

The accounts receivable from patients or their 
financial sponsors should be classified in the hos- 
pital records to show the amounts receivable from 
insurance companies, local governments, or special 
funds, etc. 

Special Service Earnings—A special memo- 
randum should be made for each special service 
to a hospital patient. This should be prepared in 
the special service department, such as the oper- 
ating room, delivery room, x-ray department, 
laboratory, or pharmacy. There may be separate 
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records for each service, or the various services 
may be accumulated on a sheet during the day. 
In either case the total day’s records should indi- 
cate the types of services rendered, the patients 
on whose behalf they have been performed, and 
the charges for the service at the regular rates. 
The records of earnings and the charges against 
patients from special services should be separated 
as to type of patient, that is, in-patients, out-pa- 
tients, private ambulatory patients. 

Deductions from the regular rates for services 
should be authorized and recorded in the business 
office, even though based upon suggestions from 
the special departments. 


Storage and Issuance of Supplies 


Two accounting problems arise in connection 
with hospital supplies. The first is the recording 
of transactions for the procurement and actual 
handling of the items, which involve purchasing, 
storage, and issuance for use in the hospital de- 
partments. The second is the decision as to just 
when supplies are to be considered as “expended.” 

Purchase and Issuance.—There are definite ad- 
vantages to be gained in centralizing the respon- 
sibility for the purchasing of supplies, also for 
their handling. A central purchasing officer can 
avoid duplications of orders for similar materials, 
obtain uniform and low prices, and conserve the 
time of departmental executives. A central store- 
room and issuance procedure will avoid duplica- 
tion of stocks, permit cooperative use of similar 
materials, and enable departmental executives to 
go to one source for necessary supplies. Supplies 
for the hospital departments should be replenished 
by the purchasing officer through written orders 
to vendors. Purchase orders should be written in 
detail, with sufficient duplicate copies to inform 
the accounting department and storeroom of the 
transactions. When supplies are received from 
vendors, the storeroom clerk is able to compare 
the amounts received with the amounts ordered, 
and the purchase officer and accounting depart- 
ment to compare the invoice prices with those of 
the purchase orders. If the hospital superintend- 
ent is also the purchasing agent, the use of the 
duplicate purchase orders will enable him to keep 
subordinate executives informed of his activities. 

The value of purchased supplies should be re- 
corded at the net price paid by the hospital after 
subtracting “purchase discounts.” Records of pur- 
chase discounts may be accumulated in a single 
account, but they should be regarded as reduc- 
tions in the costs of supplies, not as “income” of 
the hospital. 

When supplies are received, they should be kept 
in one storeroom, especially supplies which are 
used in more than one division of the hospital. 
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Because of location or limited space it may be 
desirable to separate the foods and non-medical 
supplies from the medical and surgical supplies. 
But it is important that the departments using 
supplies be required to account through written 
orders or requisitions for items used by them. 

Adequate records should be kept of the various 
types of supplies at all times, also the amounts 
of each purchased and issued during a period of 
time. This information enables the clerk or pur- 
chasing officer to determine the time and quantity 
of purchases to replenish the various items. The 
records should also include the values at purchase 
price. Stocks of goods on hand at the time of pre- 
paring a balance sheet should be reported at pur- 
chase price. 

Supplies as “Expense”—Supplies are charged as 
operating expenses under the accounts designat- 
ing the departments in which they are used. The 
question arises: at what moment should supplies 
be recorded as “expended,” and hence chargeable 
as operating expenses? When they are received? 
When they are issued? When they are consumed? 

The answer is: supplies should be charged as 
expenses when they are consumed. Where a cen- 
tral storeroom and requisition system are main- 
tained, it is sufficient to regard supplies as con- 
sumed at the time of issuance, because the unused 
supplies in the various departments would be 
small. In the accounting office, all incoming sup- 
plies would be recorded as assets. Supplies are 
issued upon requisitions which serve as authority 
for crediting the asset account Supplies, at pur- 
chase price unless this is substantially different 
from the current market price, in which case an 
adjustment may be made. 

If a central record is not maintained for the 
classes and values of supplies, the supplies may 
be charged at time of purchase, to the various 
operating expense accounts under which they will 
ultimately be recorded. An -unexpended balance 
at the end of the year should be carried as an 
inventory item, and appear as a current asset on 
the hospital balance sheet. The amount charged as 
operating expense during any fiscal period is de- 
termined by adding current purchases to the in- 
ventory at the beginning of the period, and 
subtracting from this sum the inventory at the 
end of the period. 

Calculation of Cost-per-Patient-Day 

Cost-per-patient-day (per-capita cost) is the 
most discussed and least understood of all financial 
units of hospital activities. There are two elements 
in cost-per-patient-day, namely, (a) total oper- 
ating expenses, and (b) number of patient days. 
In some hospitals total operating expenses are 
interpreted to include the costs of medical educa- 
tion, nursing education, out-patient service, inter- 
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est on borrowed funds, depreciation on plant and 
equipment; in others these costs are excluded. In 
some hospitals the calculations of patient-days 
include the services to newborn infants, overnight 
guests or relatives of patients, and cases served 
in the emergency room; in others only adult pa- 
tient days are included. Obviously, such varia- 
tions in measuring cost-per-patient-day tend to 
conceal the efficiency of special characteristics of 
the hospitals reporting the data. 

In order to establish a uniform basis which will 
permit comparisons among hospitals and different 
periods of time, the American Hospital Associa- 
tion committee on accounting and statistics recom- 
mends the following procedure: 

a) Use only operating expenses as the basis for 
cost. Exclude all non-operating expenses, namely, 
interest, depreciation of buildings, taxes, rent, and 
expenses of non-hospital activities. 

b) Use only in-patient expenses as basis for 
cost. Exclude all costs of services to out-patients. 

c) Exclude the new-born-infant days from the 
calculations. This means a somewhat higher unit- 
cost than if infant-days are included. If a hospital 
administrator also desires for his information a 
cost-per-patient-day based on total number of days 
(including infant-days), he should request a sep- 
arate and distinct calculation and present the re- 
sults separately in his reports. _ 

d) If possible, the costs of day-rate service 
should be determined separately from the costs 
of special services. This requirement is desirable 
but is not to be considered mandatory in reports 
of cost-per-patient-day. 


The Problem of Depreciation 


All things are perishable—supplies, equipment, 
fixtures and buildings. Supplies ultimately are 
consumed or converted in the course of hospital 
care, and items of equipment lose their value 
through wear and tear or obsolescence. 

Some hospital assets—namely, the buildings and 
equipment—render service in their original form 
throughout their entire period of usefulness. Their 
period of service is limited to a certain number 
of years, but until replaced, each asset continues 
to perform its original function. The economic 
value of the services of these assets is no less real 
than if they were replaced several times each 
year. A record of the value of this service may be 
maintained by estimating the annual depreciation 
in value resulting from wear and tear or from 
obsolescence. Those allowances for depreciation 
must be included as part of the total costs of hos- 
pital service. Allowances for depreciation (or re- 
placement) of equipment and fixtures are part of 
the “operating expenses.” Allowances for depre- 
ciation of building are “non-operating expenses.” 


93 








The distinction between building, fixtures, and 
equipment on the one hand and supplies on the 
other is not always easily made. It is clear in the 
case of a brick building, also in the case of a 
basket of tomatoes. But between these limits the 
line is less sharply drawn. 

Building Structure—The value of the building 
structure represents, in the long run, a cost of 
hospital service to the community which the hos- 
pital serves. In many instances the building may 
be erected from public resources, either taxes or 
voluntary contributions; consequently, public pol- 
icy may not require replacement from annual or 
current income. This does not mean, however, that 
no record should be kept of the value of the ser- 
vices of the building. It is suggested that a current 


record be maintained of the estimated deprecia- ~ 


tion of the original value of the building structure, 
ranging from 2 per cent to 4 per cent, depending 
on the nature of the plant itself. 

The discussion of the problem of depreciation on 
building in the calculation of “total” (as opposed 
to “operating”) expenses of hospital service has 
generally been regarded as theoretical in its na- 
ture, and as having no practical significance for 
the administrators of voluntary hospitals. But the 
reduction of voluntary contributions to hospitals 
in the past decade suggests that capital replace- 
ment and expansion of the future may be depend- 
ent to a greater degree upon current financing 
through regular payments for hospital care. Two 
developments of the last few years are specially 
significant. 

The first is the increasing amount of govern- 
mental payments to local community hospitals for 
the care of indigent patients or those in special 
categories. Within the past few months the United 
States Children’s Bureau has announced its in- 
tention to permit an allowance of 10 per cent 
above per-diem operating costs (as defined by the 
American Hospital Association) to cover the esti- 
mated value of the use of the community’s invest- 
ment in permanent hospital buildings and equip- 
ment. 

The second development is the increased num- 
ber of Blue Cross patients received by hospitals, 
for which payments (at least to semi-private, as 
opposed to ward, patients) should equal the costs 
of the services provided to them. A question arises 
as to whether Blue Cross payments should include 
any allowance for depreciation. A special com- 
mittee of the American Hospital Association has 
recommended that Blue Cross payments should 
meet the full operating costs of services to sub- 
scribers, yet should not exceed the amounts at 
which similar services are available to other pa- 
tients who are not subscribers to nonprofit hospi- 
tal service plans. The special committee has made 
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it clear that this recommendation does not pre- 
clude the inclusion of allowances for depreciation 
on buildings and permanent equipment, and to 
the extent that the hospitals of a community reg- 
ularly include such allowances in the establish- 
ment of regular charges to other patients receiving 
similar services in the hospitals. 

At the present time, many hospitals make no 
record of the original or reducing value of perma- 
nent (so-called) plant and equipment. If proper 
consideration is to be given to this problem of 
depreciation, accounting records for depreciation 
will need to be established and maintained. 

Budgeting 

It is unthinkable that anyone should operate a 
hospital, however small, without some thought of 
the future, some observation of the present, and 
some reflection upon the past. Yet this procedure 
is exactly the essence of “budgeting,” often con- 
sidered to be an esoteric mystery solely for large 
hospitals. Nearly all of us—like the middle-aged 
bourgeois who discovered he had been speaking 
prose all his life—have been maintaining budgets 
during our entire experience in administration. 

Budgeting may be formal or informal, general 
or detailed, continuous or intermittent. But it 
should consist of a written record of expectations 
and accomplishments, in terms of service or 
money or both. The essential parts of any budget 
record are shown in the following form: 

BUDGET FOR PERIOD 


Month, Quarter, Year 
Department or Activity 











Compari- 
Estimated Actual son of. 
Previous This This Actual with 
Item Period Period Period Estimate 
Account Dollars Dollars Dollars Dollars 
Title or or or _or 
or Units Units Units Units, Plus 
Service or Minus 

















Anyone who plans how he will spend his time, 
his energy, or his money is consciously (or uncon- 
sciously) establishing a “budget.” To the extent 
that he compares his plan with the actual results 
he is maintaining a budget. 


A Budget Cannot be Substituted for 
Common Sense 

It is important to realize that budgets are made 
to guide and report upon income, expense, or ser- 
vice. They are not better nor worse than the esti- 
mates of the persons who establish them or the 
decisions of those who observe the current experi- 
ence. A budget cannot be substituted for common 
sense or administrative judgment in the manage- 
ment and coordination of hospital service. But it 
can be a practical tool for accomplishing a high 
quality of service and most efficient use of the 
financial and professional resources available. 
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Medical Social Service 


LEONORA B. RUBINOW 


cate a piece of social machinery as has been 

devised and hospital administrators are 
faced with a stupendous task in trying to keep this 
machinery well-oiled and running. But the goal of 
hospital administration, I take it, is not the main- 
tenance of a smooth, efficient, and economical 
piece of machinery as an end in itself. Rather, it 
aims to provide the structural framework, the con- 
ditions and facilities that best enable medical prac- 
titioners to apply, develop, and enrich both the 
art and the science of medicine in an institutional 
setting. In other words, it aims to provide neces- 
sary and appropriate care for the sick. 


What Is Medical Social Service? 


There are a variety of ways of helping the sick. 
Medicine is one way; medical social work is an- 
other. The help a sick person requires depends on 
a number of things—the nature of the illness it- 
self, the kind of person who is ill, the social setting 
of which he is a part, and the resources that are 
available to him. The needs of the sick are rarely 
simple; more often they are complex and require 
several kinds of help at the same time. 


A HOSPITAL is probably as complex and intri- 


Traditionally, the physician has always had an 
interest in the social factors of the patient’s illness, 
but his primary professional concern is the patient 
as a physical organism. In her approach to the pa- 
tient, the medical social worker always starts with 
some understanding of the underlying medical 
problem, but her primary professional concern is 
the personal and social factors in the patient’s sit- 
uation, particularly, those factors that have some 
bearing on the illness. The implications are that 
there is something within the patient himself or 
within his environment that is contributory to his 
illness or that prevents him from traveling a 
smooth course from illness to physical recovery 
and from physical recovery to restoration to social 
functioning. Or there might be something in the 
nature of the illness itself that threatens serious 
and destructive consequences to the patient or to 
the pattern of living he has established for him- 
self. Thus we see that if treatment of a medical 
problem is to be successful, in terms of the life- 
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career of the patient, it must frequently include 
consideration and treatment of the social factors 
interwoven with it. 


We might say, then, if we were asked to define 
what we mean by medical social -work, that it is 
part of the individualized service which the physi- 
cian gives his patient; that it attempts to under- 
stand the needs of and the circumstances surround- 
ing the individual patient and the bearing these 
factors have on his illness. Through this under- 
standing and through the application of social 
casework principles and techniques, it aims to help 
the patient utilize to the fullest capacity, the medi- 
cal care available to him, and work out a pattern 
of life that is at the same time consistent with his 
physical limitations and satisfying to himself. 


How Did Medical Social Service Come About? 


I think hospital administrators know that it was 
not a matter of chance or accident that social serv- 
ice was first introduced into hospitals. It came in 
response to a need, a need that was felt by thought- 
ful physicians who were disturbed by the kind of 
medicine they were practicing in institutions. They 
recognized two standards of medical practice, the 
kind they practiced privately and the kind they 
practiced in institutions. The one was intensely 
personal, the other highly impersonal. They recog- 
nized gaps in their knowledge of clinic and hos- 
pital patients, gaps that baffled them in making 
a diagnosis and handicapped them in directing 
treatment. To bridge these gaps, these physicians 
proposed the introduction of social workers into 
the hospital for the contribution they could make 
to the understanding and care of the “whole” 
patient. 


While there is definite evidence that at the turn 
of the century, this general approach to the patient 
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was developing simultaneously here and in 
England, it was not until 1905 that it was crystal- 
lized into an organized hospital service. Since that 
time, the knowledge, skills, and areas of helpful- 
ness of medical social work have deepened and ex- 
panded way beyond its modest beginnings, but the 
original premise still remains—the need to con- 
sider the “whole” patient. 


In 1927, the eminent Dr. Francis Peabody, Pro- 
fessor of Medicine of the Harvard Medical School, 
lectured to his medical students as follows: ? 


“Now the essence of the practice of medicine 
is that it is an intensely personal matter, and 
one of the chief differences between private 
practice and hospital practice is that the latter 
always tends to become impersonal .... When 
the general practitioner goes into the home of 
the patient, he may know the whole back- 
ground of the family life from past experience; 
but even when he comes as a stranger he has 
every opportunity to find out what manner 
of man his patient is and what kind of circum- 
stances make his life .. . . What is spoken of 
as a ‘clinical picture’ is not just a photograph 
of a man sick in bed; it is an impressionistic 
painting of the patient surrounded by his 
home, his work, his relations, friends, his joys, 
sorrows, hopes and fears. Now, all of this back- 
ground of sickness which bears so strongly on 
the symptomotology is liable to be lost sight 
of in the hospital .... When a patient enters a 
hospital, the first thing that commonly hap- 
pens is that he loses his personal identity 
.:.. The trouble is that it leads, more or less 
directly, to the patient being treated as a case 
of mitralstenosis and not as a sick man.” 


In this lecture Doctor Peabody is presenting what 
he calls the “larger view” of the medical profes- 
sion. 

Today we find a re-birth of this emphasis on the 
need to see the “whole” patient in the newer con- 
cept, still more popular in medical discussions than 
in medical practice, of the psychosomatic approach 
to medicine. Conditions existing in modern hos- 
pitals of today, particularly in the large, urban 
ones, do not make it easy for the physician to see 
the “whole” patient, even when he accepts the 
validity of this concept. Sharing this responsibil- 
ity with the medical social worker brings it closer 
to realization. 


Out of all this, the facts important to our present 
discussion are that medical social service is still 
a relatively young service in the hospital field, 
that it was conceived by physicians for the express 
purpose of rendering their institutional practice 
more effective, that it originated and grew up 





1Peabody, Francis, ‘The Care of the Patient,” Harvard University 
Press, 1928, p. 12. 
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within the folds of clinical medicine and that it is 
a dynamic force continuously moving ahead in 
keeping with developments in medicine itself. 


What Are the Functions of Medical Social Service? 


As already implied, the central or major func- 
tion of medical social service is social casework 
on behalf of the individual patient. In this capacity 
the medical social worker acts as part of the medi- 
cal team, cooperating with the doctor who is the 
leader of the team. Always in a medical social sit- 
uation there are at least three elements, a doctor, 
a patient, and a social worker. There may be more 
but there is never less than three. 

The social worker sees the patient? not as a 
disease process but as a person who is ill and who 
reacts to illness in much the same way as he reacts 
to other difficulties in his life. She sees him in a 
specific episode of illness. She is not concerned 
with the name of the disease but rather with what 
it does to the patient, how he feels about it and 
what his capacity may be for adjustment to it. She 
sees each patient as a unique entity presenting a 
unique situation. She recognizes the importance of 
having the patient participate in plans for his care 
and helps him accept responsibility for making im- 
portant decisions in relations to it, for taking a 
difficult step or for making a choice as between 
one possibility and another. In other words, she 
helps him see his situation realistically and do 
something about it in so far as he is able. 


More consciously than other hospital personnel, 
the medical social worker refrains from passing 
judgment on the patient’s behavior, knowing that 
illness with all its problems, real and fancied, 
creates conflicts within the person or intensifies 
already existing ones and causes him to act on the 
basis of motives that he himself does not under- 
stand. She sees his behavior as a symptom of under- 
lying trouble, and she looks beneath the surface 
for its true meaning. Through this kind of accep- 
tance and understanding, the so-called “difficult 
patient” ceases to be “difficult” and begins to coop- 
erate with the doctor and the nurse in the medical 
care program. 


The physician sees the patient isolated from his 
usual setting. The medical social worker sees the 
patient as an inseparable part of his surroundings, 
as a member of a family unit and of a wider com- 
munity group. While her focus is on the patient, 
she must often extend her activity to include the 
family and others with whom he is associated. If 
the family does not understand the needs of the 
patient, it can ruin all that has been achieved for 
him within the hospital. It often becomes necessary 
for the social worker to draw the family into par- 





For full discussion of this see: Bartlett, Harriett M., “Some As- 
| ge of Social Casework in a Medical Setting,’”” American Associa- 
ion of Medical Social Work, 1940, Chapter 1. 
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ticipation in the decisions to be made and the plans 
to be worked out. 


Thus we see that the medical social worker is 
an important factor in assuring individualized con- 
sideration of the patient on the basis of his par- 
ticular needs, in a setting which is highly imper- 
sonal, in which, for administrative purposes, the 
emphasis is on groups rather than on individuals, 
and where, in the rush of things, it is easy to lose 
sight of the individual. 


Two examples illustrate what this process of 
individualization means in the treatment of the 
patient. They involve two house patients who pre- 
sented similar situations to the doctor in that they 
both made good recoveries following surgery ex- 
cept for their inability to get out of bed and walk 
and their resistance to leaving the hospital. One 
was a young woman who had entered the hospital 
for gynecological surgery. During the operation it 
was found necessary to do a hysterectomy. The 
social worker learned that the patient and her hus- 
band had been professional dancers, traveling 
from city to city as members of a dance troup. 
After several years of married life, they left the 
stage in order to settle down, establish a perma- 
nent home, and raise a family. When the patient 
realized that she could not have children she con- 
sidered herself a total failure and disappointment 
to her husband, and brooded with a deep sense of 
personal guilt. She-could not face him with this in- 
formation and could not bear the thought of going 
home. When the social worker realized the basis 
of her difficulty, she suggested that the physician 
might discuss the situation with the husband, pre- 
senting it as a matter of medical reality rather 
than as a reflection of personal inadequacy. The pa- 
tient grasped at this suggestion, a conference was 
held with the physician, the husband accepted the 
interpretation, the patient responded to this turn 
of events, was able to get up and walk and left the 
hospital in a more cheerful frame of mind. 


The other case was that of a middle-aged man 
who had an ulcerative colitis. An ileostomy was 
performed. In spite of good post-operative results 
this patient protested his inability to walk and 
found one reason after another for not feeling well 
enough to leave the hospital. The social worker 
learned that this patient had been “ailing” for 
many years and that he had long since relinquished 
to his wife the job of supporting the family while 
he puttered around the house. Illness had fright- 
tened him further. As a fundamentally dependent 
person he clung to the security of the hospital 
bed. In this instance, treatment consisted of re- 
moving the patient to a small nursing home for 
a specified period of time, the expense to be shared 
by the family and social service. In this semi- 
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professional setting the patient received the secur- 
ity he needed as there was a nurse in attendance 
while at the same time he was provided with a 
more normal, homelike atmosphere than the hos- 
pital could offer. By the time the designated period 
was up, the patient had regained confidence, was 
walking about freely and returned home cheer- 
fully. Though not an economic asset to his family 
or community, he was prevented from becoming 
more invalided than he had been at the point of 
hospitalization. 


In some instances the medical social worker 
must deal with the total situation of the patient 
while in other instances her concern may be lim- 
ited to a narrowly circumscribed area of it. For 
example, in planning adequate care for a child 
with a tuberculous hip, the social worker had to 
consider not only the various needs of the patient 
herself, but also a child-like, overburdened mother 
with a pulmonary lesion, who could not adequately 
care for the child and yet would not release her 
to more competent hands and who would not ac- 
cept medical care for herself; an irresponsible, 
shiftless father who occasionally deserted, never 
made an effort to support his family, and yet want- 
ed to be respected as head of the household; two 
baby sisters who were being exposed to infection 
without any protection; a community that did not 
provide adequate sanatorium facilities and har- 
bored a political situation that would do nothing 
about it; and a local ordinance providing for the 
isolation of tuberculous patients, with no teeth to 
enforce it. In this instance, the patient could not 
be treated apart from the total situation. 


In the case of a woman with rheumatoid arthritis 
who felt she could not carry out the doctor’s in- 
structions for home physiotherapy because she 
lived in a rooming house, the social worker’s only 
concern was with those aspects of her situation, 
real and subjective, which had to do with this 
specific problem. The patient felt she could not 


‘ construct the necessary apparatus; she did not 


know where she would keep it if she had it; she 
was sure the people in whose home she lived 
would not permit it; she was afraid the electricity 
costs would be too high; she did not have a con- 
venient outlet for the electric connection, etc. 
There were many unfavorable factors in this pa- 
tient’s total life situation, but they had no direct 
bearing on the immediate problem and hence were 
not brought into consideration. It is the social 
worker’s function to determine how much of the 
patient’s total situation is pertinent to the problem 
at hand and accessible to treatment in much the 
same way as the physician must determine the 
direction and extent of medical treatment. 


In addition to this primary function of casework, 
there are other activities in the hospital which a 
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medical social worker is peculiarly well-equipped 
to handle. These activities, while appropriate to 
medical social work, should not be confused with 
or substituted for its central function. They are 
largely administrative in nature in that they in- 
volve the management of groups of patients, but 
they are wisely administered when they give con- 
sideration to individual differences within the 
group. Among such activities are admission of pa- 
tients to clinic and hospital, setting of rates for 
medical care and appliances, follow-up of clinic 
patients and discharged hospital patients, etc. The 
social worker’s knowledge of human behavior, her 
skill in interviewing, her ability to sift material, 
integrate various factors and to arrive at a fair and 
equitable decision make her particularly well 
suited to this kind of administrative activity. 


When social workers engage in these administra- 
tive activities, it is desirable that there be a sepa- 
rate staff for this purpose. Such staff may be placed 
within the department of social service or may be 
part of administration. In large hospitals, it is not 
difficult to plan separate staffs. In small institu- 
tions, it may be necessary to combine these func- 
tions in one staff. Whenever this is done, however, 
the differentiation in function should be clearly 
understood by everyone concerned as there is al- 
ways the danger that hospital pressures will even- 
tually push aside the primary function of casework 
before anyone becomes aware of what is happen- 
ing. 


There is still another group of functions with 
broader community implications. In the matter of 
communicable disease, the medical social worker 
may assume a public health function, as for exam- 
ple, helping to keep the patient under treatment, 
planning with him for the examination of contacts, 
the source of infection, etc. She may participate 
in community planning for health and welfare; 
may teach social aspects of illness in allied fields, 
such as medicine, nursing, and dietetics; may su- 
pervise field work training for students in medical 
social work; and may engage in medical social 
service study and research. These are legitimate 
functions of all medical social service departments. 


How Should a Social Service Department 
Be Organized ?* 

The social service department should follow the 
same general pattern of organization as that used 
for other departments of the hospital. It should 
be an integral part of the institution. In some in- 
stances, social service has been established as a 
project of an outside organization. This is an unde- 
sirable practice as it does not permit the establish- 





’For standards of organization see: “A Statement of Standards 
to be Met by Medical Social Service Departments in Hospitals and 
— American Association of Medical Social Work, Chicago, 
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ment of sound inter-relationships among the vari- 
ous hospital services, which is basic to effective 
care of the patient. There should be a profession- 
ally qualified director in charge of the department 
with direct lines of responsibility to the executive 
officer of the institution and through him to the 
governing board. The head of the department 
should have ready access to and frequent confer- 
ences with the executive officer for whatever con- 
sultation, guidance, exchange of information and 
joint planning may be necessary. When a sub- 
executive acts as intermediary between the depart- 
ment head and the executive officer, the vitality of 
this relationship is lost and its effectiveness de- 
stroyed. 


The director of the department should be ex- 
pected to give leadership to the department 
through responsibility for program building and 
policy making, through the establishment and 
maintenance of standards of service and of per- 
sonnel, by developing good inter-relationships, 
and by setting the professional tone of the depart- 
ment. In the matter of personnel, she should as- 
sume responsibility for writing job specifications 
and personnel qualifications, for recommending 
salary ranges and personnel practices, for recruit- 
ing staff and for appointing and releasing staff 
members in keeping with the personnel policies of 
the institution. Likewise, the director should be 
expected to give leadership in relation to the pro- 
fessional growth of her staff: to provide adequate 
supervision as a means of sharpening the skills of 
the worker as well as a protection to the service, 
to enable staff participation in department poli- 
cies and program and to offer opportunity for job 
promotion in accordance with individual capaci- 
ties. In a small hospital, direct supervision of staff 
will be given by the director. In a large institu- 
tion, special supervisory personnel will be neces- 
sary. 


The social service department should be financed 
through the hospital budget as are all other depart- 
ments, regardless of the sources of funds. After the 
budget is allocated it should be controlled and ad- 
ministered by the director so that she may use it 
flexibly in meeting shifts in staff and other unex- 
pected needs as they may arise. 


The location of the department and the amount 
of floor space allotted to it are important considera- 
tions. In general, it may be said that the basement 
is not a desirable location, though failure to in- 
clude social service in building plans has frequent- 
ly made it a necessary one. Good standards require 
that the patient be afforded the same protection of 
privacy in his social interviews as he has in his 
physical examination. A comfortable, relaxed at- 
mosphere, free from the irritation of interruption 
will enable the patient to make the greatest pos- 
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sible use of the interview. Preferably, there should 
be a central office or reception room with indi- 
vidual offices that are accessible to both doctor 
and patient. In lieu of individual offices, scattered 
interviewing rooms will be found helpful. It is also 
desirable that the department have a conference 
room that may be used for staff meetings, for con- 
ferences with other social agencies, and for study 
committees of the staff. 


Every social service department will find it help- 
ful to have an advisory committee comprising 
members of the medical and nursing staffs, the 
administration, the governing board and other lay 
groups associated with the hospital. Such com- 
mittee can give the department a great deal of 
support within the institution and in the larger 
community by helping to maintain standards, to 
interpret functions, to bring about better under- 
standing and to further integration with other hos- 
pital services and other community agencies, 
thereby increasing the department’s opportunities 
for helpful service. Preferably, such committee 
should be appointed by, responsible to and repre- 
sented on the governing board. 


What Is Education for Medical Social Work? 


What do we mean by education for medical so- 
cial work and why is it necessary? All professions 
started their earliest training programs with the 
apprenticeship method. The embryo physician had 
his first lessons in medical diagnosis as he carried 
the bags of his mentor. The youthful aspirant to 
legal fame started out by reading law books in the 
office of an established barrister. History records 
the magnificent achievements of individual doctors 
and lawyers who developed their skills under these 
crude methods. However, history has neglected to 
record the damage and destruction wrought by 
others who failed to learn in this manner. 


In social work today, there are a body of knowl- 
edge, basic concepts, principles and techniques 
that are known and can be transmitted by those 
who know them to those who want to learn them. 
Wanting to help is not enough and does not guar- 
antee knowing how.‘ When a friend asks us for 
help or advice, we may give it either because we 
feel the friend needs it or we cannot bear to re- 
fuse it. In either case, our “giving” is a personal 
reaction. The professional social worker does not 
help or advise on the basis of a personal-.reaction 
but only in relation to the function of her agency. 
She is aware of herself as a representative of an 
organization with a specific function to fulfill. 
While she is alert to the patient’s reactions in a 
“helping situation,” she is also aware of herself. 
“Psychology even more than charity should begin 





_ ‘For fuller discussion see: Daly, Dorothy B., “Case Work Practice 
in Public Assistance Administration,” American Public Welfare 
Association, Chicago, 1942. : 
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at home.”*® The worker is careful not to inject her 
own biases into the situation. She does not con- 
sider whether the patient is the kind of person 
she likes or of whom she approves. Her only con- 
cern is the patient’s needs in relation to the ability 
of the organization to meet them. 


Through professional education, the worker de- 
velops a “professional self” which makes it possi- 
ble for her to function constructively in a “helping 
situation.” A person who is terrorized at the 
thought of surgery cannot help the patient emerge 
from his panic and confusion and arrive at a deci- 
sion to go ahead with the operation. A person who 
flinches at the mention of cancer cannot help the 
patient face months of torture ahead with calm 
and courage. A person who thinks of syphilis as 
an evidence of cardinal sin cannot be helpful to 
the patient who feels he has brought shame and 
disgrace to his family that he can never live down. 
Education for medical social work is a requisite 
for “helping” in situations of this kind. 


Adequate preparation for medical social work 
includes graduation from a recognized university 
and the completion of a curriculum in medical 
social work approved by the American Association 
of Medical Social Work. This involves two years 
of graduate study in an accredited (by the Ameri- 
can Association of Schools of Social Work) school 
of social service. The first year of this graduate 
study is spent in basic preparation for generic 
social work, including historical background, 
methods, techniques, philosophical concepts and 
basic information. The second year is given over 
to the specialized field of medical social work and 
includes both classroom instruction and super- 
vised field work in a medical setting. At the pres- 
ent time, there are fourteen schools of social ser- 
vice scattered across the country, offering a 
curriculum in medical social service that meets 
the established standards. 


What Is the Hospital Administrator’s 
Responsibility for Leadership? 


The hospital administrator is a very important 
factor in the establishment of effective social ser- 
vices within the institution. It is a matter of com- 
mon observation that institutional personnel pat- 
tern themselves after the attitudes they see at 
“the top.” Acceptance at “the top” is requisite to 
acceptance all the way down the line. This is par- 
ticularly important in relation to members of the 
house staff, almost all of whom come out of med- 
ical schools with little awareness of the patient as 
a social being. In their zealousness to apply what 
they have learned, they not infrequently become 
more interested in emptying a hospital bed than 





SLunt, Lawrence, “Human Nature and Its Reaction to Suffering,” 
in Emerson, L. Eugene, Ed., ‘Physician and Patient,” Harvard 
University Press, 1929. 
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they are in what happens to the patient. The ad- 
ministrator can be helpful in presenting social 
service to them as having a rightful place in the 
hospital scheme and in giving them some knowl- 
edge of how to use it in the interests of their 
patients. 


Administrators who appreciate the need for flex- 
ibility in the individualized care of the patient will 
not insist upon a routine, ritualistic carrying out 
of hospital rules and procedures. They will make 
it possible for the social worker to have consider- 
able freedom in relation to the hospital structure. 
In this way they can be assured that the hospital’s 
regulations are made to serve the interests of the 
patient and not to perpetuate rules for any virtue 
they may have in themselves. 


Finally, hospital administrators would do well 
to draw social service into policy making and pro- 
gram building as they relate to the patient-group. 
Social service brings a new point of view—a dif- 
ferent approach to administrative problems. By 
virtue of this difference it has a contribution to 
make. This should not mean a clash of opposing 
points of view but rather the injection of a healthy 
and enriching note into the whole fabric. The 
administrator plans for the management of a 
group of patients. Social service sees what hap- 
pens at the patient-level. In the final analysis, the 
acid test of a hospital policy is how it affects the 
individual patient. Social service, wisely used, can 
provide the testing ground for sound administra- 
tion. 
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“Alert” 


*Twas three A. M. and all was still 

The halls were quiet, dark, until 

I heard a scream and quickly rose 

And pushed my hair and scratched my nose. 


Within the hall there stood a pair 
He was tall and she was fair 

Her scream had vanished to a sigh 
And then she slowly began to cry. 


“You see,” he said, “I am, no she 

Is about to have a— a —hbaby. 

So here we are. What do we do? 

My name is Mac, her name is Sue.” 


“Well, take her down to No. “2” 
And then young fellow, as for you, 
You find a chair out in the hall 
And when she’s ready we will call.” 


“She’s weak,” he said, “and if I can, 
I’d sort ’a like to hold her han— 
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You see we love each other so 
That where she is I too must go.” 


“Well, when we get her into bed, 

You may go back to her,” I said. 

And taking her on through the door, 

I heard him say, “Ye God’s, no more.” 


Three minutes passed and out I came. 
“Yes”, he said, “Is she the same?” 

“Here take this cloth and wipe your brow, 
She isn’t going to have it now.” 


And in despair I tried to smile, 

“You take her home and wait awhile, 
And when she has a pain—come back 
Her headache doesn’t mean much, Mac.” 


“T know you tried to do your best, 

But this is what I would suggest— 
According to the Doctor’s date— 

Three months from now is not too late.” 


Livia Marie Carter 
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What the Pharmacy Does for the Patient 


RAY M. AMBERG 


specialties is pharmacy. The oldest hospital 

practices concerned themselves with the ad- 
ministration of drugs and drug therapy. The ear- 
liest forms of emperical therapy were the use of 
drugs, many of which have since been tested scien- 
tifically in recent years and have earned the right 
to be kept on the active lists of hospital materia 
medica. The early antiseptics and anesthetics came 
from the shelves of drug rooms and still account 
for a major percentage of the common useful items 
used for these purposes in a still very satisfactory 
and very efficient manner. 


| HAS BEEN SAID that the oldest of the medical 


With the advent of the germ theory of disease 
many of the drugs that formerly were considered 
to be a panacea and even a specific for certain 
illness and disease fell into bad repute and were 
relegated to a dusty spot in the corner of the drug 
room stores. Newer and reputedly more scientific 
preparations and concoctions of the pharmacolog- 
ical laboratory crowded the old timers so badly 
that old champions, such as strychnine sulphate 
took the count from the newer, supposedly faster 
and more effective, gland products, who them- 
selves, with one exception were soon counted out 
for their inability to defend their championship. 
Biologicals knocked out the other well known en- 
emies of pneumonia and today the sulfa drugs 
have just about made us forget about the serum 
era of a few years ago. The story has passed 
around now for some years that doctors fed their 
patients the sulfa drugs for three or four days and 
in event of no recovery or improvement, began to 
consider the necessity of doing a history and phys- 
ical on these patients. 


But the whole list mentioned have to cheer for 
their team mates, the champions of them all, the 
vitamins. And at the present writing B, is leading 
his team to victory. B, and B complex with their 
big brother A have of and on their own crowded 
into the best spots of the hospital dispensing 
shelves as well as the handiest shelf of the home 
medicine cabinet. Insulin of the newer drugs, now 
nearing twenty years of age, retains its dignity 
and standing in the therapeutic world but it is 
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pretty much alone. The barbiturates have come 
under the long arm of the law in many states and 
so aspirin once more is king in its field after a long 
tough fight up the comeback trail. 


The Role of the Pharmacy 


But what has all this to do with the contribu- 
tion of the pharmacy to the care of the patient? 
It merely is mentioned by way of introduction 
to show that a pharmacist’s life in a hospital 
pharmacy is anything but static and as this sam- 
ple listed above is but a small one of the rapid 
changes and trends in our forms of medication to 
alter the process of disease and deficiency. The 
pharmacy of any hospital, to be an effective factor 
in the care of the hospital’s patients, must be a 
living, breathing unit of the hospital. It must have 
the same nourishment and fostering of the hospital 
administration as any other professional unit of 
the organization. Experiences of many years in 
the management of hospitals have convinced me 
that there is no most important single unit in any 
hospital and that every service is about on a par as 
far as the care of the patient is concerned. 


The Responsibilities of the Pharmacy 


Specifically, the pharmacy has the assignment of 
the preparation, dispensing, labeling and distribu- 
tion of pharmaceuticals, biologicals, etc. to the 
stations of the hospitals and to the ambulatory pa- 
tients of the out-patient department. The person 
working in the pharmacy rarely sees the patient 
who is confined to the hospital and must depend 
upon the orders written upon the order books of 
the wards or upon the prescription blank filled in 
with an order to cover an individual or unusual 
situation. This is a type of service requiring the 
task of faithfulness, accuracy and knowledge and 
skill in the profession. 
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The pharmacist in his application of his duties 
must have informed himself thoroughly in the 
practice of pharmacy and must keep himself in- 
formed as to both the new and older forms of 
therapy, of new drugs and old, of new forms of 
preparation as well as the older forms because the 
practice of medicine in hospitals numbers among 
the doctors who apply it, various ideas and schools 
of thought in regard to the use and efficacy of 
several hundred individual items and several thou- 
sand combinations of these. Try to dissuade a man 
who has had positive success in the use of a pre- 
scription to discard it because its use is considered 
old fashioned or unscientific or better said non- 
scientific. I doubt if you can show me a hospital 
that has a pharmacy with an inactive bottle of 
aromatic cascara, paregoric or any other of the old 
fashioned remedies on the shelves. The pharma- 
cy’s contribution is to keep a proper, active, use- 
ful stock of drugs of known efficiency on its 
shelves for use of the staff in their care of the 
patient. 

The Pharmacy Committee 


The pharmacy is also concerned to see that an 
effective, well functioning, active pharmacy com- 
mittee is operating in the hospital to keep its staff 
informed and in line in regard to the advances in 
pharmaceutical knowledge and practice so that 
they may better know how to prescribe and order 
the proper amounts and dosage to carry a patient 
through his individual requirements. To cite an 
example: The dose of cod liver oil is still the same 
in the mind of almost all physicians—so much for 
a child and three or four times as much for an 
adult. He still does not seem to think that the 
variation in the vitamin potency is a matter of 
much concern. In a study in one hospital with 
which I was connected a recent record showed that 
there was prescribed as much cod liver oil per 
patient of a new high vitamin potency cod liver 
oil as there was previously of the older, cheaper 
variety even though the staff had been informed of 
the change in stock. The spoonful had it all over 
units per gram. The pharmacy made it its duty to 
correct this state of affairs and won its point. The 
patient profited. 


Control of Drugs 


Control of drugs in the wards is another cou- 
tribution that the pharmacy can make to the care 
of the patient. Creating time and place economy 
by supplying the ward stations with nearly all of 
the drug supplies they need for ordinary medica- 
tion for types of illness treated in the various sec- 
tions of the hospital, cuts down expense to both 
patient and hospital, loss of time to both patient 
and hospital and often as much as a day or so in 
length of stay by the patient in the hospital. This 
is an important point and one which, to me, can 
stand much emphasis. Over-stocked or under- 
stocked ward drug cabinets are a disgrace in any 
hospital and usually a reflection upon the hospital 
administration or the hospital pharmacy. 


The pharmacy, by increasing its ability to manu- 
facture many of the pharmaceutical preparations, 
intravenous solutions, standard and other labora- 
tory solutions, can save expense to the hospital and 
patient. Many preparations of quality exceeding 
those of the manufacturer, can be produced and at 
lower cost. Ointments are specific items, fresh tinc- 
tures and surgical antiseptics are others. With the 
cooperation of the laboratories in our hospitals, the 
cost of antiseptics for topical application was re- 
duced several hundred dollars per year. The man- 
ufacture of fluids for intravenous therapy in our 
institution effects savings of thousands of dollars 
per year, all of which is passed back to the patient 
in a reduced cost of care or improved service. The 
possibilities in the manufacturing field are unlim- 
ited and make for an active useful pharmacy point 
of view within the hospital. 


During the past five years, the increased interest 
of clinicians in the therapeutic possibilities of 
chemotherapy has caused the prescription practice 
of hospitals to increase by leaps and bounds. The 
duties and responsibilities of the pharmacy have 
increased in proportion. The pharmacy, which a 
dozen years ago seemed to be losing ground to the 
drug nihilists, is once more back to its own right- 
ful place in the hospital, contributing on an ever 
increasing level to the care of the hospital patient. 





Ernest KR. 


Ernest R. Carney, superintendent of the Park- 
side Hospital, Detroit, Michigan, since 1934, and 
recently appointed comptroller of Provident Hos- 
pital, Chicago, Illinois, died on February 10 at the 
age of 63. 


At the time of his death, Mr. Carney was presi- 
dent of the National Hospital Association, treas- 
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urer of the Detroit Council of Social Workers, and 
a member of the Council on Hospital Planning and 
Plant Operation of the American Hospital Associ- 
ation. Mr. Carney was also a member of the Amer- 
ican College of Hospital Administrators, the Na- 
tional Conference of Hospital Administrators, the 
Detroit Hospital Council and the Michigan Hos- 
pital Association. 
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Art and Science of Hospital Administration 


LUCIUS R. WILSON, M.D. 


advisable to define hospital administration. 

Hospital literature contains many definitions 
of hospital administration, but the one I like best 
is given by Dr. George O’Hanlon of The Jersey 
City Medical Center as follows: 


“The science of hospital administration 
means the complete knowledge regarding 
factors related to the maintenance and opera- 
tion of a hospital. The art of hospital adminis- 
tration is the ability of an individual to make 
practical application of that knowledge in a 
dignified and orderly manner with tact, cour- 
age, and self control.” 


Thus we see as he has said the science is the 
knowledge and the art is the ability to apply that 
knowledge. With only one of these qualifications 
hospital administration would be neither a science 
nor an art. The combination of the two is essen- 
tial and the more highly each is developed, the 
better will hospitals serve their communities. To 
accomplish a high degree of development, long 
years of study and the application of those studies 
is necessary. In applying the art and science of 
hospital administration it is necessary to thor- 
oughly understand the functions of a hospital 
which are many and varied. 


Baw DISCUSSING THIS SUBJECT, it would seem 


Functions of a Hospital 
The old hackneyed expression “the only reason 
for a hospital is the patient” which was good fifty 
years ago still applies today. An administrator 
who loses sight of this essential principle cannot 
succeed. All other functions of the hospital are 
secondary to this one. 


Highest Obtainable Quality of Service 


Quality of service embraces all departments in 
the hospital and their employees. Often the error 
is made of thinking that a hospital offers a high 
quality of service to its patients because its pro- 
fessional staff has achieved success. Without a 
good medical staff it naturally follows that a hos- 
pital cannot render adequate care to its patients, 
but the medical staff cannot offer the advantages 
of the abilities of its members without the aid 
of qualified employees in the various hospital de- 
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partments. A complete coordination of the efforts 
of the personnel of the hospital, together with the 
proper physician equipment is vital in rendering 
proper service to the patients. 


Teaching in All of Its Phases 


It can be said as a general rule that the hospital 
that teaches is superior to one that does not. This 
does not mean a connection with a medical school, 
as excellent teaching is performed in many hospi- 
tals without such a connection. 


Education of Physicians—Every hospital has a 
definite obligation to provide educational advan- 
tages for interns, residents, and junior and senior 
staff members. The various medical departments 
should hold regular conferences at which time the 
members of the department staff should partici- 
pate in frank discussions of problems in connec- 
tion with diagnoses and treatments of patients on 
that department’s service. Written reports are a 
part of these conferences. Senior staff members 
should aid junior staff members in every possible 
way in broadening their educational field. Both 
the senior and junior staff members should be 
keenly cognizant of their obligation to the resi- 
dents and the interns in relation to their training. 


Education of Nurses—Not every hospital is 
qualified to attempt the education of student 
nurses. This should be left to those hospitals with 
proper clinical material, facilities, and resources. 
Profit has been removed from the old training 
schools, and today we find that a school of nursing 
which offers adequate training to its student 
nurses does so at a loss to the hospital. 


Graduate nurses are to be encouraged to take 
postgraduate work and prepare themselves for 
their particular duties in the hospital. The -di- 
rector of the nursing department and her associ- 
ates should hold regular conferences with the 
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graduate staff and discuss newer and advanced 
ideas in nursing. 


Education of other professional or semi-profes- 
sional groups such as technicians, dietitians, li- 
brarians, social workers, occupational therapists, 
and the many other component groups of a hos- 
pital—The education of individuals in these groups 
depends upon the facilities and resources of the 
hospital. Only a few hospitals can offer regular 
courses of instruction to all groups, but every hos- 
pital can encourage the personnel in any of these 
departments to increase their knowledge in their 
particular field by reading, attending association 
meetings, and taking refresher courses. 


Public Health and Preventive Medicine 

Public health and preventive medicine are rap- 
idly becoming component parts of every hospital. 
Among the recognized public health activities car- 
ried on by hospitals, clinics, and dispensaries, are 
the following: maternal and child care, the care 
of the contagious diseases, venereal disease ser- 
vices; tuberculosis clinics; mental hygiene and 
psychiatric clinics; orthopedic services, including 
the care of the cripple; eye, ear, nose and throat 
clinics; food clinics; facilities for the treatment of 
heart disease, diabetes, nephritis, cancer, and other 
degenerative diseases. 


Opportunities present themselves in every hos- 
pital either in the out-patient department or at 
the bedside for demonstrations on preventing cer- 
tain diseases and shortening their duration. Proper 
food habits in relation to nutrition and health, the 
significance of rest and exercise, the control of the 
spread of infection, and the study of occupational 
diseases always are important considerations in 
the hospital and can become a part of the com- 
munity public health activity. 


Public Education 

The citizens of our communities more and more 
are looking to the hospital as a source of informa- 
tion on health problems. The personnel of the 
hospital always should be available to render such 
services through private conferences, public talks 
and literature. It is much more important to pre- 
vent an epidemic of diphtheria or prevent its 
spread, than it is to offer hospital care to numerous 
patients suffering with the disease. 


Leadership in Community Health Activities 


The hospital should make every effort to assume 
leadership in all health activities of the com- 
munity by cooperation with all public, voluntary, 
health, and social organizations in the community, 
acting somewhat as a hub with spokes extending 
out to every agency. 


A Community Enterprise for all Income Groups 
The hospital that does not provide facilities for 





104 








the care of patients in all stations of life falls short 
in its obligation to the community. The financial 
burden which such a broad policy places upon the 
hospital is being lessened today by group hos- 
pitalization plans, which now are offering ward 
contracts for the care of individuals in low income 
groups who formerly were admitted to the hospi- 
tal as free or part-pay patients. 

The growth of these plans has been phenomenal, 
and it is not unreasonable to expect that within 
the next few years a goodly percentage of our 
population will be entitled to hospitalization 
through such organizations. 

Semi-private contracts have been offered by 
such plans for several years and now have an en- 
rollment of over eight million. 


Cooperation with all Health and Social Agencies 


It not only is important that a hospital offer care 
to the sick and aid in the prevention of diseases, 
but that it be able, through cooperation with all 
allied agencies in the community, to make neces- 
sary adjustments for- the family when illness 
overtakes it. The wage earner in a hospital can- 
not make a speedy recovery if he has on his mind 
the worry of whether or not his family is receiving 
adequate care. If the hospital maintains proper 
relationships with social agencies in its commun- 
ity, such difficulties readily can be remedied. It is 
not enough to examine a patient’s eyes and deter- 
mine that his vision needs correction by glasses; 
if necessity demands, those glasses should be pro- 
vided. If orthopedic shoes are needed for a crip- 
pled child, the hospital should have access to some 
organization which will provide them. If proper 
care in the management of the hospital has been 
exercised, and proper relationships to every 
agency in the community maintained, their ser- 
vices will interlock with those of the hospital to 
the maximum benefit of the patient. 

If we accept the definition of hospital adminis- 
tration, and the functions of a hospital as outlined, 
the aim of hospital administration is clear, so we 
are confronted with the problem of ascertaining 
the best methods of applying the art and science 
of hospital administration to the functions of the 
hospital. In doing this there are many factors 
which must be taken into consideration, and going 
back to the original statement that “the only rea- 
son for a hospital is the patient” the care of pa- 
tients should be given first consideration. 


Care of Patients 
In order to provide proper care for its patients 
a hospital should have all facilities for diagnosis 
and therapy. This includes both the staff and the 
equipment of a hospital. Without a properly qual- 
ified staff and without essential equipment it is 
obvious that adequate care will not be available. 
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Extent of Interest in Early Treatment and in 
Remote Results of Treatment Inside and 
Outside the Hospital 


It is not enough to establish an early diagnosis 
and treatment for the patient while in the hospi- 
tal. Treatment should be continued during the 
period of convalescence at home until the termina- 
tion of the illness. If the interest in the patient’s 
condition does not persist longer than the confine- 
ment in the hospital, in many instances the care 
that has been rendered will be made useless by 
the lack of continued attention after discharge. 


Establishment of Acceptable Standards of 
Service for Clinical Conditions 


Many local, state, and national organizations 
have set up a minimum requirement for the care 
of patients. It is not enough to meet these require- 
ments but every hospital should strive to render 
care far superior to the established minimum 
standards. 


Average Length of Stay of Patients in Relation 
to Their Clinical Condition 

The average length of stay of patients in rela- 
tion to their clinical condition is a good criterion 
as to the efficacy of care in the hospital. If many 
obstetrical patients must stay in the hospital be- 
yond the usual ten days, or many appendectomy 
cases required to stay in the hospital for a period 
of weeks, it becomes evident that something is 
wrong in the treatment of such conditions. During 
the past few decades hospitals, through improved 
techniques, steadily have reached the average 
length of stay in the hospital until now a general 
hospital with an average length of stay of more 
than two weeks should ascertain the reason for 
this prolonged hospitalization. Many hospitals 
have an average stay of several days less than 
two weeks. 


End Result of Diagnosis and Therapy 


The staff should have an incurable curiosity 
about the correctiveness of their diagnosis and as- 
certain where they have erred when a wrong diag- 
nosis was made in order to prevent a re-occurrence 
of it. There should be the same curiosity regard- 
ing the efficacy of the therapy, and if a patient 
does not respond well to the treatment that was 
given, the reasons should be ascertained and such 
treatment abandoned unless proven that there 
was some peculiar reason why it failed. 


Methods to Safeguard Patients and Employees 
Against Complicated Diseases and Accidents 


The patient, upon entering a hospital, is entitled 
to reasonable assurance that complications are 
rare in their occurrence and that every possible 
known method for preventing them will be in use. 
Accidents in caring for patients also should be 
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rare. It is impossible to guarantee that there will 
never be an infection in an operative case or that 
there will not be some unfortunate incident occa- 
sionally occur in establishing a diagnosis or treat- 
ing a patient. Skilled personnel and proper equip- 
ment working together keep such incidents at a 
minimum. 


Presence or Absence of Exploitation of Patients 


Under no condition should a patient be exploit- 
ed. If his condition is of a teaching interest and 
the patient is willing to be used for teaching pur- 
poses, this would not be considered exploitation, 
but the patient should not be so used that he 
is exhausted from demonstration. Neither should 
a patient be exploited in a human interest story 
for the benefit of the hospital, and most certainly 
his illness never should be used to create public 
interest when he is an individual whose name or 
illness attracts attention. 


A Scientific Attitude Toward all Illness 


This is a cardinal principle in medicine and 
should be encouraged by all hospitals. When the 
medical profession ceases to scientifically study 
illness, the incident of disease will increase. It is 
only through scientific investigation that medicine 
has advanced and will continue to advance and 
finally establish cures for conditions such as can- 
cer, which in many cases now is considered hope- 
less. 

Morbidity and Mortality Rates 


Every hospital administrator should be con- 
cerned very much in both of these. If they are 
high, the reason should be ascertained. These are 
matters which every department and the staff 
in their monthly staff meetings should consider 
seriously. 

Cost of Hospital Care 


It is the responsibility of every administrator 
to develop sound business principles in the man- 
agement of his hospital and thereby keep the cost 
of care at a minimum. Extravagant use of supplies 
and labor never are justified. During the last two 
decades the cost of hospital care has increased 
greatly. If this continues, the old statement “that 
hospital care is only for the wealthy and the poor” 
will become a reality and cause much embarrass- 
ment to the middle class who are anxious to pay 
for services rendered them. 


The Attitude Toward the Patient 


The attitude toward the patient should be one 
of consideration starting at the moment of his 
admission and not ending until he no longer has 
need for the services of the hospital. Throughout 
his stay in the hospital consideration should be 
given to his needs, and arrangements made for his 
entertainment, diversion, and occupation. The pa- 
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tient who is left in solitude and is known only as 
the case in room number one cannot be contented 
even though he has a satisfactory recovery from 
his illness. 


Protection of Patient’s Confidence and Privacy 


Every patient’s illness is his own and the hos- 
pital is obligated to exert every possible effort to 
see that his illness does not become a public mat- 
ter. This involves a considerable amount of tact, 
for often a prominent citizen or a news-worthy 
illness or injury will invoke the curiosity of the 
press. Hospitals need newspapers quite often, and 
they in turn quite properly feel that they are en- 
titled to information from the hospital regarding 
news-worthy patients. It is important to keep 
newspapers friendly yet it is equally important to 


be fair to the patient. To do this good sound judg- 


ment must be applied to every particular incident. 


Comfort of the Patient 


Every effort must be made to see that the pa- 
tient is made as comfortable as possible through- 
out his stay in the hospital. This necessitates such 
essentials as prompt response to signal calls, good 
furnishings and equipment, good and attractive 
food, respect for rest periods, consideration in 
treatment and diagnostic procedures which may 
cause pain, regulation of visitors, and prompt at- 
tention to every need. 


In order to clearly establish the aim of hospital 
administration as applied to a particular hospital, 
it is essential to develop definite policies for that 
hospital which can be used as a general guide. 


Policies of the Hospital 

Regardless of the social or economic status of a 
patient it is incumbent on the part of the hospital 
always to be in readiness to offer adequate care 
for that particular patient’s condition. Prejudice 
against race and religion works to the detriment 
of the hospital and the individual patient. In al- 
most all hospitals this prejudice has been removed 
by Charter, Constitution or By-Laws with some 
statement to the effect that services are to be ren- 
dered patients without distinction of race or creed. 
Patients with difficult personalities are to be 
shown the same consideration and care as patients 
with genial personalities. This is difficult, but it 
is well to remember that any hospital can care 
for agreeable individuals but it is only the better 
organized hospital that can care for difficult 
patients. 

Policy Governing Admission 

Age—If the hospital is a children’s hospital an 
age limit must be established. If it is a general 
hospital with a children’s division an age limit 
must be established for children to be admitted 
to that division. If it is a general hospital with no 
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provision for children the minimum age of pa- 
tients to be admitted must be determined. It also 
is essential to determine whether or not aged 
senile patients are to be admitted to the hospital 
when they need only custodial care. 


Sex—Policies regarding the admission of male 
and female patients on the same division in a 
hospital definitely should be established. On pri- 
vate floors this problem does not offer the difficul- 
ties that are confronted on semi-private and ward 
divisions. If the hospital is a specialized hospital 
such as maternity, male patients are never admit- 
ted. Also, it is extremely important to establish 
an age limit for children who are to be cared for 
in the same unit. 

Clinical conditions—If the hospital is a special- 
ized hospital, a definite policy is indicated in ref- 
erence to the type of patient to be admitted. If it 
is a general hospital which does not have provi- 
sions for all types of patients, the policy should be 
developed regarding the type of patients who can 
be admitted such as mental patients, patients with 
contagious diseases and tuberculous patients. 


Economic conditions—We previously discussed 
the necessity of a hospital being prepared to take 
care of patients of all of varying financial condi- 
tions. 

Duration of illness and prognosis—It is vital to 
the management of a hospital to determine 
whether or not chronic patients are to be kept 
or whether or not they should be sent to a hos- 
pital for such individuals. Also it is desirable to 
work out some plan for the care of convalescent 
patients. The per diem cost in a general hospital is 
much higher than in a convalescent home so when 
it is feasible convalescent patients can be removed 
with advantage to a convalescent hospital. Many 
hospitals in caring for patients with incurable dis- 
eases make arrangements for the patients to come 
to the hospital at periods for special treatment and 
then return to their homes for intervals. This per- 
mits the patient to enjoy the benefits of hospital 
care with intervals of home life. 


Policies Governing the Discharge of Patients 

Criteria for discharge—Many hospitals have 
adopted the general rule of discharging patients 
from the hospital when further treatment is not 
indicated, and the patient’s physical condition is 
such that he will do as well elsewhere. Such a 
policy prevents patients from contracting “hospi- 
talitis.’” Many hospitals have established a min- 
imum time of hospital care for certain classes of ' 
patients such as maternity patients. Unless min- 
imum periods of hospital care are well established, 
patients may request early discharge with un- 
satisfactory conditions as the result. 


Preparation for discharge—The family should 





HOSPITALS 

























HOW ‘SIMPLE’ CAN 
SOLUTION-PREPARATION BE WITH SAFETY? 











IS solution-preparation just a case of mixing 
‘sugar’ or salt with some distilled water, and 
then ‘sterilizing’? 


Not if safety is your criterion! 


Biological laboratory technicians know that 
intravenous solutions should be made and tested 
with the same exactitude as the most delicate 
vaccine or antitoxin. The large volume admin- 
istered can, if only slightly contaminated, even 
with killed organisms, do more harm than 
might result from a contaminated vaccine or 
antitoxin of average dose. 


Hence at Cutter Laboratories, one of Amer- 
ica’s oldest biological laboratories, each step in 
production, and the final product, are guarded 
by meticulous all-embracing tests . . . routine 
procedure in biological laboratories. 


Cutter’s specially designed Saftiflask — sim- 
plicity itself in use—is an additional safety 
guarantee. No gadgets to attach—no loose parts 


to wash, sterilize and assemble. Specify “in 
Cutter Saftiflasks.” 


CUTTER LABORATORIES * BERKELEY * CHICAGO + NEW YORK 
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know as far in advance as possible when the pa- 
tient is to leave the hospital so that the home may 
be prepared for the patient’s return. The routine 
of obtaining patient’s clothes from storage, dress- 
ing the patient, notifying the bookkeeping office 
so that a statement of the account may be ren- 
dered, completion of the chart and even the escort- 
ing of the patient to his method of transportation 
should be organized carefully. 

Arrangement for after care—Definite instruc- 
tions should be given to patients on their care 
after leaving the hospital. Very little would be 
accomplished if a diabetic were admitted and his 
diet established then the patient discharged with- 
out full instruction on how to continue with the 
diet. The care of a mother and a new born baby 
should be explained carefully to a maternity pa- 
tient. 

When a patient’s economic circumstances are 
poor, it is essential that the hospital seek the co- 
operation of social agencies in providing the essen- 
tials during the convalescence after the patient 
has been discharged from the hospital. This in- 
volves the fullest cooperation between all social 
agencies in exchanging services and general in- 
formation. 


Policies Governing Appointments of Professional 
and Nonprofessional Staffs 


The method of appointing professional staff 
members, methods of selection, advancement, and 
checks on efficiency with means to correct defi- 
ciencies is a large subject which, no doubt, will be 
dealt with elsewhere in your curriculum. 


Progressive Attitude 

The board of managers, the administrator, the 
medical staff and all department heads should be 
keenly on the alert to adopt any progressive meth- 
od of treating and caring for patients as well as 
organizing and managing the hospital. 

Training of Hospital Personnel 

Every employee in a hospital needs a period of 
special instruction in his duties before assuming 
the full responsibility of his position. This is ac- 
complished best through classroom instruction and 
demonstration for employees who come in direct 
contact with patients and by demonstration and 
supervision by heads in every department of the 
hospital. A job analysis of all positions in the hos- 
pital greatly aids in this program. 
The Hospital’s Moral Obligation to Its Patient as 

Distinct from Its Legal Obligations 

In caring for patients no hospital should be 
satisfied to merely comply with legal require- 
ments. The obligation to the patient far excels 
that which has been written into the laws of our 
country. The law may charge the management of 
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the hospital with reasonable care in the selection 
of its staff of employees, but there is a moral obli- 
gation that the management should select the 
most highly qualified individuals obtainable to 
render the service to its patients. The law may 
excuse a hospital if a patient contracts bed sores, 
but the hospital is morally obligated to use every 
possible precaution to see that such conditions do 
not occur. The laws are full of many loopholes 
through which a hospital, the same as individuals, 
may escape, but this does not in any way lessen 
the responsibility of a hospital to its patients and 
the moral obligation of rendering the best possi- 
ble service. 
Activities Beyond Clinical Efforts 

A definite policy in reference to such phases of 
this subject as teaching and research definitely 
should be established, and proper budgetary con- 
sideration given to such programs of the hospital’s 
activity. Those hospitals which broaden their 
scope of activity in this direction will render over 
a period of years much better service to the pa- 
tients and the community which they serve. The 
hospital also can be a source of information on 
health problems. In every community there are 
many families who have never felt the need of 
medical care and when suddenly confronted with 
it do not know where to turn. The hospital can 
render a distinct service by being able to advise 
them properly under such conditions. Members of 
the staff also should be able to advise with public 
officials the general health problems and work in 
a cooperative spirit in seeing that health measures 
are adopted for the community. 

Service to Physicians not on the Staff 

It is expected that hospitals also will be willing 
to assist, within reasonable limitations, every phy- 
sician in the community whether or not he is on 
the staff. In order to do this many hospitals pro- 
vide consultation service, clinics, and laboratory 
services to aid the non-staff member in establish- 
ing his diagnosis and treatment. 

To carry out the aim of the art and science of 
hospital administration, requires a definite organ- 
ization. This organization should start with the 
board of trustees and continue throughout all de- 
partments of the hospital. To accomplish this most 
effectively, a graph of the hospital organization 
should be developed carefully and its general out- 
line adhered to as closely as possible. 

Organization 

The qualifications of board members should not 
consist of social status and wealth alone. These are 
not objections but should not be objectives. An 
essential requirement of a board member is will- 
ingness to give his time and labor to study the 
needs of the hospital, and assist the management 
and staff in developing a sound program for the © 
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our ANSWER IS: “WE CAN ano we DO 


Probably the best advice we can give hospitals is “take 
nothing for granted”. Don’t assume that some article 
of equipment or supplies is unobtainable. Ask. 

With all the publicity about scarcity and rationing 
ahd priorities there may be a tendency on the part of 
hospital buyers to jump to unwarranted conclusions. 

The words in the inquiry illustrated above are taken 
from a letter recently received by us. The writer may 
have been justified in thinking it belonged in the 
“foolish question” category. It might have been logical 
to assume that we could not supply the particular 
thing in mind. But it so happened that we could 
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supply it and did. 

Don’t assume from this that we have an unlimited 
supply of everything. That is certainly not true. Some 
things are entirely and completely off the market. 
Some things are obtainable only with the highest 
priority. Some things take months to obtain. But — if 
anyone ‘were to compile a list of “obtainables” and 
“nonobtainables” today, tomorrow the list would 
probably be wrong. 

So — “take nothing for granted” Don’t assume 
that what you need is not obtainable. In all cases, 
“Ask Will Ross”. 


Buy BONDS for 


VICTORY 





care of the patients. The board should formulate 
general policies and leave the administrator the 
details of complying with them. The members of 
the board should be leaders in the community and 
in so far as possible should represent various fields 
of activity so that they will bring to the hospital a 
well balanced field of experience. 


Medical Staff 


The staff should be selected because of their 
fitness to perform the duties assigned to them. 
They should have the proper attitude toward pa- 
tients and the hospital’s policies. The proper pro- 
cedures of selecting staff members should be 
adhered to closely and the staff organized in such 
a way that it will comply most adequately with 
the best known procedures in medical care, teach- 
ing, and investigation. 


Administrator 


In order to deal properly with the art and 
science of hospital administration, the hospital ad- 
ministrator must possess certain qualifications. 

Educational background — A hospital adminis- 
trator will meet and have business and social rela- 
tions with individuals in the community of all 
walks of life, therefore, the better his educational 
background, the more qualified will he be to fulfill 
his obligations to the hospital and to his com- 
munity. It is not imperative that he possess a 
doctor of medicine degree although a medical edu- 
cation does open, quite widely, the doors of many 
phases of hospital administration which remain 
closed or only partially open to administrators 
without such a degree. Business ability is essen- 
tial, whether acquired through college work or 
through a field of experience. A college degree 
plus training as an apprentice, or education 
through one of the special courses now being of- 
fered in hospital administration should be the 
minimum of educational requirements. 

In many instances nurses make excellent ad- 
ministrators, but with this rapidly developing spe- 
cialty, even a nurse should have special training 
in administration before assuming such duties. 

Experience in administration—Regardless of the 
educational background it is essential for an 
administrator to spend some time in training 
preferably as an apprentice to an older qualified 
administrator. Classroom work can deal with 
theoretical problems, but knowing how to apply it 
to practical situations can be acquired only 
through training. 

Qualifications — An administrator must possess 
tact and be able to deal with the public, his col- 
leagues, and employees. Combined with tact, he 
always must possess a firmness of disposition 
which will enable him to adhere to his position 
when it is right and yet at the same time he should 
possess the quality of consideration for others. 
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The administrator should be a leader and an 
organizer—It is necessary for the administrator to 
take the lead in the management of the hospital 
and guide the way for his many department heads, 
Combined with his leadership, he should possess 


the qualification of being able to organize. Suc- 


cessful administrators also are coordinators who 
can coordinate the activities of the many depart- 
ments within the hospital. 

Integrity—It is needless to say that this quali- 
fication should be above reproach. 

Judge of human nature—The administrator who 
is able to properly evaluate human nature will be 
able to manage the affairs of the hospital much 
more successfully than one who does not possess 
this qualification. He must understand the whims, 
displeasures, and bickerings of busy employees 
and be able to excuse shortcomings as long as 
their service in its entirety is satisfactory. 

Industrious—Many hospital administrators will 
find that the days are too short and not numerous 
enough to accomplish all they would like to ac- 
complish. Therefore, it is essential that the ad- 
ministrator be most industrious and make every 
working hour count. 

Personal appearance — All administrators can- 
not be “Beau Brumels,” but they can be dressed 
neatly, well groomed, and presentable on all occa- 
sions. An individual and the hospital he represents 
may be judged entirely by that individual’s ap- 
pearance. 

Proper attitude toward education— We have 
discussed the value of education in the art and 
science of hospital administration so it is necessary 
for the administrator to have some knowledge of 
education and to be sympathetic to it. 

Ability to work with others—Without this quali- 
fication an administrator cannot hope to have his 
organization working as one team. If he himself is 
unable to work with his associates, he cannot ex- 
pect his associates to work with each other. 

Sense of responsibility—Every hospital adminis- 
trator should be keenly aware of his responsibility 
towards the hospital, the community it serves, and 
all that is embraced in the entire field of hospital 
administration. 

There are many other qualifications that a good 
hospital administrator should have but naturally 
all qualifications cannot be combined into one in- 
dividual, but every administrator should have a 
certain amount of each qualification that has been 
set forth and should strive to develop his qualifica- 
tions with every passing month. 

If we always bear in mind the functions of the 
hospital, the care of the patients, the policies of 
the hospital, and the hospital’s organization and 
strive to perfect these component parts, we then 
have a full knowledge and grasp of the Art and 
Science of Hospital Administration. 
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Hospital Credits and Collections 





WILLIS J. GRAY, LL.B., M.A.C.H.A: 


tem, having to do with human relation- 

ships and activities—expressed in financial 
terms—is the very backbone of any healthy busi- 
ness enterprise. Accounting records, undoubtedly, 
set forth the actualities of hospital affairs better 
than any other type of information. The hospital, 
operating under a recognized system of uniform 
accounting, must have a more or less adequate 
method of handling credits and collections. Often 
the personal character, caliber, and capabilities of 
the hospital administrator reflect the type of or- 
ganization and control of the institution. But the 
inverse of this may also be true. 


A COMPREHENSIVE and reliable accounting sys- 


Credits and collections form an integral part of 
any accounting system and are the barometer 
which registers the ultimate success or failure of 
the business management. Daniel Webster once 
said: 


“Credit has done a thousand times more to en- 
rich mankind than all of the gold mines in the 
world, It has exalted labor, stimulated manu- 
facture, and pushed commerce over every 
sea.” 


Although, we are said to be living in a credit 
economy, the average man fails to recognize the 
significant part that credit plays either for good 
or evil in the modern world. 


Importance of Credits 


It is obvious to all of us that during these pres- 
ent times the universal use of credit builds an 
enormous debt structure. One does not always suf- 
ficiently realize that for every debit there must be 
a credit. He who abuses his credit privileges by 
incurring debts which he ultimately cannot pay 
thrusts the burden of expense upon the person 
who has extended the credit. This fact alone is 
sufficient to convince us of the necessity of safe- 
guarding the use of credit and seeing that it is 
wisely controlled. Indeed, once the control of 
credit gets out of hand, a complete collapse may 
be expected to follow. As long as the purchaser 
meets his obligation when due, the business system 
functions in a normal way. On the other hand, if 
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the purchaser fails to pay, or even fails to pay 
promptly, the economic structure of our credit 
system becomes unbalanced and out of gear. The 
credit privilege must not be abused by allowing 
debts to get out of control and reach beyond a 
person’s ability or inclination to pay. The phrase 
“credit economy” is, therefore, employed not be- 
cause of credit given or consumed, but because of 
the effects this system has upon many forms of 
human relationships. 


What Is Credit? 


In order to have a better understanding of the 
terminology “hospital credits and collections,” it 
may be well at this point to set forth a definition 
of what “credit” is. 


Credit and debit are two words so widely used 
that they have become commonplace expressions, 
yet few people understand the real meaning of 
them. Many of the older authors on this subject 
attempted to define the word “credit”, but few 
developed a definition acceptable to the writers 
of today. Chapin in his book on credits and col- 
lections, says: 


Contrasted to this use of the word “credit” is 
the meaning in bookkeeping that credit is the 
entry of payment or other value received, or 
that credit is the side of an account on which 
such entries are made. In general, credit is the 
reliance on the truth or reality of something. 
It is faith or belief. No consideration of the 
word “credit” would be complete which did 
not include its etymology. It is derived from 
the Latin credo, “I Believe”, and credo itself is 
a combination of two older words—the San- 
scrit crad meaning “trust” and the Latin do 
meaning to “place”. Thus, we have credit as 
faith or confidence which is engendered be- 
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THE TWO GOLD STARS 


in our service flag are placed there 
in memory of 


ROBERT EDWARD LEE 
killed in action aboard the cruiser 
Juneau in the Solomon Islands. 


EUGENE FENTON MORRIS 
killed in action in a naval battle in 


the Solomon Islands. 


WocHER’S 


The Max Wocher & Son Co. 


Makers of Surgical Instruments 
and Furniture 


29-31 W. 6th St. 
CINCINNATI, OHIO 

















“You've killed two men Tojo— 
but youve inspired 








two hundred! 


Listen, Tojo, you rat! Did you think that the 
death of those boys would weaken us—dishearten 
us? You can’t lick Americans THAT way! 

We knew those lads well; we loved them. Until 
you killed them we thought of this war as just 
another unpleasant job to be done. Now, by 
George, we’re mad clear through, all 200 of us, 
and no power on earth can stop us short of 
utter extermination of you and your stinking kind. 
We can’t make guns here at Wocher’s, but we’re 
making operating tables and other surgical equip- 
ment better and faster than you ever thought pos- 
sible. Those tables will be right at the front, not 
killing, but saving men to help keep this world 
vermin-free from now on. We are devoting every 
ounce of energy to putting the Rising 

Sun into a total and permanent eclipse. 


*What we say here goes 
for Schickelgruber too! 











Illustrations, top down: 

Senior Operating 
Table 

Mont R. Reid Operat- 
ing Table 

Universal Army Table 
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tween two persons and which results in the 
transfer of value in the present, the payment 
being deferred to the future. (Chapin, Albert 
F., Credits and Collections, page 3.) 


Classes of Credit 


To develop a satisfactory definition of credit, one 
must understand that credit is divided into two 
phases, potential credit and actual credit. Poten- 
tial credit is the ability to secure commodities, 
services, currency, or any other thing of value in 
exchange for a willingness to give up some future 
equivalent. Every one possesses the power to exer- 
cise his potential credit which is predicated upon 
his character and capacity and influenced by busi- 
ness conditions. The extent to which potential 
credit may be limited is dependent not only upon 
ability to meet the obligation, but also on the 
length of time credit conditions warrant such a 
risk. 


The admitting officer when first establishing the 
credit of the patient must be fully aware of all 
this in order that the credit terms and the manner 
of controlling the credit may be dealt with in a 
manner desirable to both the hospital and the 
patient. 


Actual credit is the relationship between cred- 
itor and debtor. It originates very much the same 
way as potential credit. Not infrequently, the ad- 
mitting officer finds the prospective patient’s in- 
come is much in excess of his contractual obliga- 
tions so that actual credit is considered a good risk. 
However, when the opposite is true, a patient’s 
actual credit is limited because his income is dis- 
covered to be not in excess, to any sufficient de- 
gree, of his obligation. Actual credit viewed from 
the consumer’s angle is considered a debit and 
a promise to pay; perceived from the merchant’s 
angle, it becomes an asset which gives him the 
inherent right to insist upon payment when he has 
fully complied with the terms of the agreement. 


Public Education Improves the Credit Problem 


There was a time when hospitals exerted very 
little, if any, effort to make the public conscious 
of what services they had to offer the community. 
Frequently, persons dreaded going to a hospital 
because of the general feeling that it was a place 
in which to die. Thanks to thousands of community 
programs launched in recent years on a public 
relations basis, not to mention other causes, the 
hospital has been presented as an attractive place 
in which to regain normal health and the old con- 
cept of a hospital has been virtually eliminated 
from the minds of the people. A better under- 
standing between hospital and patient, patient and 
doctor, and doctor and hospital has been the result; 
the improvement of this condition ought to be the 
aim of every progressive hospital administrator. 
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Public education plays no less a part in helping 
to solve the credit and collections problem. Many 
people labor under the impression that as non- 
profit institutions, hospitals receive substantial en- 
dowments and large donations in order to provide 
a certain amount of free service or to allow for 
reductions in the bills of indigent and semi-indi- 
gent patients. Few persons realize the financial 
struggle actually faced by such institutions. Prior 
to the last World War, in the East and Middle 
West sections of the United States, the average 
patient day cost was $2.50. After the war it rose 
to $5.00, and for the past twenty years it has been 
closer to $6.00. Since the present war it has risen 
to $6.75 per day. 


The unprecedented conditions confronting hos- 
pitals today, owing to increased costs of operation, 
begin to be comprehensible when we realize that 
the cost of living has increased at least 15 per cent. 
Many of the most essential items required in large 
quantities have risen in price from 20 to 50 per 
cent and, in addition to this, hospitals have to cope 
with the financial burden of drastic adjustments 
in salaries and wages. There is much unrest among 
professional and lay personnel groups, and the 
situation is greatly aggravated by the competition 
offered by the fabulous salaries these individuals 
might command, if employed in industry. Conse- 
quently, hospitals are finding it increasingly diffi- 
cult to retain an adequate personnel. All of these 
adjustments naturally tend to increase the cost of 
hospitalization to the patient. Our only salvation 
appears to lie in the hope that our President and 
those engaged in the management of domestic 
problems will be successful in their desperate fight 
to stabilize the cost of living, salaries, wages, rent, 
and other pertinent factors entering into this eco- 
nomic picture. 


I have always contended that the per capita cost 
of hospital service is too low, but many people in 
evaluating the cost of such service draw compari- 
sons between hotels and hospitals. As a matter of 
fact, there are several factors involved in the cost 
of operation of hospitals that cannot be compared 
to the average moderately priced hotel. For ex- 
ample, a hotel is somewhat like a home—an estab- 
lished rate is charged for a room which includes 
a certain amount of administrative expense, maid 
service, and laundry. Unlike hotels, however, hos- 
pitals must be prepared to render highly special- 
ized services any hour of the day or night. Besides 
administrative overhead, power plant operation, 
preparation and distribution of meals, laundry and 
maid service, the hospital must provide 24 hour 
nursing attention, administration of drugs, medi- 
cines, operating room facilities available at all 
times, competent x-ray and laboratory services, 
physical therapy treatments, electrocardiography 
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BALKAN FRAME H-10—Popular, portable ‘tio 


steel frames for fracture cases; fit any stand- 
ard bed, Clamps are ad. iustable Sor bed posts. 
Sturdy frame is completely demountable— 
easily assembled, 
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HOSPITAL BED H-321—Similar to Henry Ford 
Hospital Bed. L101 Posture Bottom with end | 
cranks. Rubber casters, heavy duty spring clip 
sockets. Graceful style with curved top cross rods. 














































CRIB HC-201—Sizes 30x54 and 36x60 inché. 
Maximum opening s and sides 3 inches. 
Galvanized fabric spring. Rubber casters. 





BASSINET STAND HC-279—Single bassinet stand 
with lower shelf. Height 36 inches, rubber 
casters, pressed steel sockets. Illustrated with 
Bassinet Basket H-79 of strip steel construction, 
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3, YOU CAN SUE GET 


SIMMONS HOSPITAL EQUIPMENT 


Scores of hospitals are today main- 
taining their standards by insisting 
on Simmons quality. Hospital Supply 
Dealers in all sections of the country 
are continuing to meet current re- 
quirements for Simmons metal beds, 
cribs, bassinets, mattresses (including 
inner-spring mattresses) and other 
needed items. Available equipment is 
shipped to them quickly so that they 
will have it on hand when you need it. 

Shown here is equipment, typical of 


Simmons’ line, especially designed 
and constructed to meet hospital stand- 
ards. Its durability assures many years 
of satisfactory service. Its attractive 
appearance can be maintained with a 
minimum of effort. And it affords the 
weather- and fire-resistant advantages 
of steel. 

Hospital Supply Houses and Sim- 
mons representatives have helped 
many hospital executives solve their 
replacement problems. Write today. 


SIMMONS COMPANY 


HOSPITAL DIVISION, MERCHANDISE MART, CHICAGO 


DISPLAY ROOMS 


NEW YORK — 383 Madison Ave. 
CHICAG O — Merchandise Mart 





ATLANTA — 353 Jones Ave., N. W. 
SAN FRANCISCO — 295 Bay Street 















examinations and other special services. Out-pa- 
tient departments in many hospitals require a 
duplication of certain services. 


Because of their humanitarian views and their 
eagerness to serve, those in charge of our Ameri- 
can hospitals have always endeavored to keep the 
cost of hospitalization down. As a result almost 
all institutions today are suffering financially and 
otherwise. The upward economic trend and the 
extraordinary conditions brought about by the 
present war are chiefly responsible. In some sec- 
tions of the country, especially in urban commu- 
nities, nurses are becoming very scarce. In some 
places the shortage of nurses runs as high as 35 to 
40 per cent and as the months pass conditions grow 
worse. 


Constant and unceasing efforts must be exerted 
to draw the attention of the public to the activities 
of the hospital. A well written booklet for patients 
and visitors outlining important information about 


hospital services is probably one of the best ap-. 


proaches to the problem, while the publication of 
a descriptive folder outlining the more significant 
accomplishments of recent years, with particular 
emphasis on modern hospitalization, is another ex- 
cellent medium of reaching the public. Such publi- 
cations should contain a concise interpretation of 
what hospital services really mean to the com- 
munity. Wholesome newspaper accounts, prepared 
by a competent publicity man, can also do much 
to promote a sound and favorable public relations 
program. The efforts expended in this manner will 
be well rewarded by increasing the prestige of the 
institution. 


Evaluating the Patient’s Credit 


The limit to which a hospital should go in grant- 
ing credit to patients varies considerably and is 
usually dependent upon several factors which 
must be given serious consideration. It will be 
found that in urban communities, the credit prob- 
lem is perhaps not as difficult to cope with as it is 
in rural communities. Then, too, circumstances 
alter cases and conditions vary to some degree ac- 
cording to certain sections of the country as are 
influenced by industry and other types of business. 


The general rule in the majority of hospitals is 
to request payment of the expense of one week in 
advance on admittance. This is a sound business 
practice, and far from urging that such a policy 
be discontinued, I would rather encourage its 
adoption in more hospitals because, when there is 
an acute need for hospital care the patient is more 
disposed to pay for it than after his health has 
been restored. The intangible benefits of hospital 
care are not valued as highly by the well as by 
the sick patient. 


Hospitals cannot and never expect to operate on 
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a strictly cash basis any more than their creditors 
expect the hospitals to deal in all of its business 
on a cash basis. Because of their economic and 
financial status, hospitals will always resort to 
some system of credit which becomes an important 
factor in business management. 


A most valuable asset to any institution is a 
competent, courteous, and pleasing personality as 
an admitting officer. Everyone entering the hos- 
pital likes to be greeted with a friendly welcome. 
First impressions are important and usually last- 
ing ones. Choosing a room accommodation should 
be in accordance with the patient’s ability to pay. 
The large majority of people know their financial 
limitations, while others are poor managers and 
have already over-used their actual credit. 


Whether the patient comes in by ambulance or 
walks in, it is the first duty of the admitting officer 
to make him comfortable and then proceed to 
secure the necessary admission data by first in- 
quiring if the patient has been cared for in the 
hospital previously. If so, the old admission slip is 
taken from the file and the bookkeeper is asked to 
check on the person’s credit standing. All of the 
vital statistics on the new record of admission are 
filled in with particular attention to correct spell- 
ing of names of both patient and relatives. If a 
former admission, the old slip is checked to see if 
there are any changes in the data, especially per- 
taining to age, address and telephone number. It 
is best to wait until all of the familial history is 
taken before discussing rates. In all fairness to the 
hospital and patient, financial arrangements should 
be carefully understood at the time of admission 
in order to avoid complications and misunder- 
standings later which might destroy the good will 
of the patient toward the institution. 


Whether the hospital is one that sells its serv- 
ices on a straight day rate basis charging for ex- 
tras, or one that operates on an inclusive rate 
plan, all matters pertaining to the cost of service 
should be carefully gone over. Any doubt in the 
patient’s mind will be detected at this time by a 
conscientious and alert admitting officer. In case 
the hospital publishes a hospital booklet, a copy 
of it should be opened and, if conditions permit, 
all accommodations explained in detail to the pa- 
tient. It should also be ascertained whether or not 
the latter is a subscriber to a hospital service plan 
or indemnity insurance. Often the admitting officer 
can determine the credit risk by evaluating the 
familial data as to the type of position the patient 
holds, or by discovering whether a responsible 
person is willing to guarantee payment of the ac- 
count. In almost all instances, however, unless 
credit can be established immediately, the patient 
should be asked to pay the expense of one week 
in advance. It is understood, of course, that in the 
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XII specifications standardizing surgical silk sizes. 


NEKNATEL SURGICAL SILK 
SIZES RENUMBERED 


DIAMETER, TENSILE STRENGTH AND QUALITY REMAIN AS ALWAYS 


Deknatel Surgical Silk sizes are being renumbered in accordance with U.S.P. 


When Deknatel originated braided and treated sutures, a scale of sizes was 
adopted to meet every surgical need. Fortunately these sizes have been re- 
tained practically without change in the new U.S.P. specifications so that 
orders can be filled whether the new U.S.P. XII numbers or former Dek- 
natel size numbers are specified. Users, however, should begin using the new 
U.S.P. size numbers as soon as possible. 





CHART OF NEW STANDARDIZED SIZES FOR DEKNATEL SILK SUTURES 












































DIAMETER 
SPECIFY DEKNATEL 6-0 WHEN YOU DESIRE FORMER SIZE A 0.002 0.004 
- DEKNATEL 5-0 Ms - * ‘2 7 0.004 0.006 
i DEKNATEL 4-0 Z x ri _ “ _& 0.006 0.008 
ye DEKNATEL 3-0 Ke a : “ ae 0.008 0.010 
‘a DEKNATEL 2-0 0 e . va ie 0.010 0.013 
7 DEKNATEL 0 - i : : —_— 0.013 0.016 
i DEKNATEL | " . = a 4 0.016 0.019 
i DEKNATEL 2 ye Me ‘ 5 0.019 0.022 
z DEKNATEL 3 i : ys 6 0.022 0.025 
= DEKNATEL 4 _ ‘ = as a 0.025 0.028 
_ DEKNATEL 5 " * s . "8 0.028 0.032 





THESE NEW SIZE NUMBERS WILL REPLACE THE DEKNATEL SIZE NUMBERS 
ON SPOOLS AND PACKAGES OF SURGICAL SILK IN FHE NEAR FUTURE’ 


DERNATEL 


SURGICAL SILK 


The original Moisture and Serum Proof Silk Suture 
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Non-capillary . . . non-oxidizing ... non-slipping ... 


non-kinking . . . braided from selected pure thrown silk . . . braided 
by a process which gives extra tensile strength . . . moisture and serumproof. 





















case of emergency admissions, all of the foregoing 
data must be postponed until such time as the ad- 
mitting officer can contact either the patient or 
his relatives. In these unusual cases, it is permis- 
sible to accept whatever amount of money the pa- 
tient may have available. If his occupation and 
other qualifications for credit seem to justify 
waiving a down payment in advance, it is always 
best to do so. In admitting obstetrical patients, the 
hospital should strictly enforce the request for at 
least one week in advance because these patients 
have had sufficient time to make prior financial 
arrangements. We are all aware of the fact that 
upon presentation of the proper identification card 
by the patient showing that he is a subscriber to 
a Blue Cross Plan, particularly a local one, this 
information in itself is a guarantee that the hos- 
pital bill will be paid; such information is accepted 
in lieu of a deposit. 


Blue Cross Plans Aid the Collection Problem 


Blue Cross Plans, which are the nonprofit cor- 
porate creatures of the hospitals themselves, have 
an interesting history which time does not permit 
us discussing in detail. Dallas, Texas is said to have 
developed the earliest plan in 1929. Some of the 
subsequent plans were those in Cleveland, Ohio, 
Newark, New Jersey, New Orleans, Louisiana, 
Sacramento, California, and St. Paul, Minnesota. In 
some sections of the country where Blue Cross 
Plans have been in existence for several years, 
they account for as high as 30 to 40 per cent of the 
hospitals’ regular income. The credit and collec- 
tion problem in these places has been, as a con- 
sequence, materially reduced. 


Hospitals receive more income from approved 
nonprofit service plans than from any other single 
source. The combined plans during 1941 paid hos- 
pitals over thirty-five million dollars. This sum is 
greater than the combined income from all forms 
of endowments, community chests and all other 
sources, except the normal income from private 
patients in hospitals. 


Recent surveys show that the American public 
is, at present, paying hospitals throughout the 
country an annual amount slightly in excess of 
five hundred million dollars. It is estimated that 
this year the 74 Blue Cross Plans will pay hospitals 
more than fifty million dollars or 10 per cent of 
their average income. This cir¢umstance will re- 
duce our credit and collection difficulties by 10 per 
cent. 


Insurance idemnity plans usually return a very 
low cash value to the subscriber. In not a few in- 
stances they pay as little as from 15 to 40 per cent 
of the cost of hospitalization. For this reason, such 
plans are unattractive and unpopular when com- 
pared to the Blue Cross Plans which pay as high 
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as from 90 to 95 per cent of the average hospital 
bill, which amounts to about $70. The truth is that 
indemnity plans have complicated rather than 
solved the credit and collection problem. Nearly 
all of them have waiting periods of one year, and 
the policy holder often finds that his policy has 
not been in force long enough to cover his hospital 
bill. Then, too, the fact that many claims are dis- 
allowed because of pre-existing illnesses does not 
improve the situation nor aid credit and collection 
for the hospital. 


At the present time nearly 8 per cent of the 
population of the United States is covered by the 
nonprofit hospital service plans—the Blue Cross 
Plans. This may be taken as a portent of what may 
be accomplished as time goes on. There is no rea- 
son why our nonprofit plans cannot serve at least 
75 per cent of the entire poulation, despite the fact 
that there will always be a certain number of in- 
digent people; those who cannot budget to allow 
for this form of insurance, and those who must be 
hospitalized in public institutions. With concerted 
action, the majority of the population could be 
persuaded to subscribe to the hospitals’ nonprofit 
plan. When this time comes our collection difficul- 
ties will be negligible. 


Hospitals, operating under an inclusive rate 
plan, have found that it relieves to a surprising 
degree the credit and collection problem because 
inclusive rates equalize all of the special medical 
and allied charges for extra services. This arrange- 
ment enables the patient to know in advance what 
the cost of hospitalization will be, and gives him 
an opportunity to devise ways and means of meet- 
ing his hospital bill. Inclusive rates eliminate the 
occasional extra-ordinary bill which is always the 
most difficult to collect because it is unexpected. 


Making Satisfactory Collections 


If the patient is one who has agreed to make full 
and complete payment upon discharge, the hospi- 
tal should have a standing policy that he report 
to the bookeeping office when leaving. If only par- 
tial payment can be then made, the hospital should 
allow only a few days to elapse before bringing 
the account to the attention of the discharged pa- 
tient. Subsequently, routine statements ought to 
be mailed each month for a period of from two to 
three months. If these measures fail to accomplish 
the desired results, the next best method to em- 
ploy is a series of collection letters sent out at reg- 
ular intervals. The first letter should be very cour- 
teous, pointing out that the patient has undoubt- 
edly overlooked the account; the next follow-up 
letter should be written in more forceful terms. 
Because of community relations, some hospitals 
prefer to send several letters before the final ulti- 
matum informing the patient that legal action will 
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*Hill-Rom special hospital finish makes the rich natural beauty of the choicest 
woods equal to the severest demands of hospital service. 
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With a lot of Style 


and Character— 
Ideal for Memorial Room 


*This beautiful Chippendale Suite 
(No. 800) has a natural Mahogany 
finish (no color added). It is a pop- 
ular selection with hospitals having 
prospective donors of memorial 
rooms, because it combines style 
and character, yet is inexpensive in 
both first cost and maintenance, as 
compared with metal. Complete de- 
scription and price information will 
be sent on request. 


HILL-ROM CO., Inc., Batesville, Indiana 
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Over 80% of all Institutions which have joined Hospital Bureau 
of Standards and Supplies, Inc., are still members. Covering a 
period of 33 years this speaks well for its value in purchasing 
matters. 


A copy of our monthly service bulletin “Bu- 
reau News” will be sent on your request. 


HOSPITAL BUREAU 


STANDARDS AND SUPPLIES 


INCORPORATED 
247 Park Avenue : . . New York City 


A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. 
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be instituted unless satisfactory arrangements are 
made to pay the account in full. 

Without question, the staff physician is one of 
the most powerful influences in aiding the hospi- 
tal, from the beginning, to negotiate satisfactorily 
on financial arrangements. Since patients always 
repose complete confidence in their doctor, the 
latter is usually in a position to know the financial 
circumstances of the patient and his family. Some 
hospitals make effective use of a simple mimeo- 
graphed form which is sent to the staff physician 
requesting pertinent information in order to es- 
tablish a credit rating of a patient. 


Adjusting Patients’ Accounts 


In general, it seems an unwise policy to reduce 
a patient’s bill. This is the consensus of opinion of 
many hospital administrators and, I suppose, many 
of us would rather sit down and have a talk with 
the patient and suggest that the account be han- 
dled on a deferred payment plan. To make adjust- 
ments in a patient’s account tends to lower the 
standing of the hospital in the eyes of the commu- 
nity. 

Another fact not to be overlooked is the ques- 
tion of minor or serious accidents which patients 
frequently meet with during confinement in the 
hospital. Sometimes a patient, returning from the 
operating room, is found to have a serious eye con- 
dition caused by some rubbing or abrasion; one 
falls out of bed; another slips on the floor or trips 
over furniture, etc. Invariably the patient takes 
the attitude that such accidents are due to negli- 
gence on the part of hospital employees, whereas, 


as a matter of fact, in 90 to 95 per cent of these 
cases it is the fault of the patient. By virtue of 
such accidents, the patient may have to remain in 
the hospital beyond the expected time of discharge. 
It is wise to guard against making adjustments in 
the patient’s account because if this is done, it is 
an implied admission of negligence on the part of 
the hospital and this ultimately may lead to serious 
complications with insurance companies who must 
make adjustments later on. 


Such are some of the practical details with 
which hospital officials have to deal in respect to 
the question of credit and collection. Differences 
of opinion on how to settle these matters are na- 
tural; in general, we have tried to follow the prev- 
alent view as expressed in recent publications and 
articles in hospital magazines by recognized au- 
thorities on this subject. 
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S. Ellis Pierce Assistant Administrator 


of Charlotte Memorial Hospital 


S. Ellis Pierce has been appointed assistant ad- 
ministrator of the Charlotte Memorial Hospital, 
Charlotte, North Carolina. Before going to the Char- 
lotte Memorial Hospital, Mr. Pierce was chief of the 
classification section, personnel branch, of the De- 
troit, Michigan Ordnance District, in which he has 
had charge of grading all positions in the district ac- 
cording to the responsibilities and duties vested 
in the positions. The Detroit Ordnance District is 
the largest of the thirteen Army Ordnance Dis- 
tricts in the United States. From April 1929 to 
August 1942 Mr. Pierce was employed by the Bur- 
roughs Adding Machine Company, Detroit, Mich- 
igan, as a business management analyst and 
systems engineer, and during the school terms of 
1940-41 and 1941-42 he served the Detroit Institute 
of Technology as an instructor. 
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How To Make Your Coffee Urns Last 


S. Blickman, Inc., manufacturers of food service 
equipment, Weehawken, New Jersey, have re- 
printed, in attractive booklet form, their entire 
series of advertisements on the care and conserva- 
tion of coffee urns. These advertisements have 
appeared in several publications during the past 
year and have received wide notice. The manu- 
facture of coffee urns for civilian use is restricted 
by war needs. This booklet performs a useful serv- 
ice for owners of coffee urns faced with the neces- 
sity of making their urns last for the duration. 
Copies are available at no charge. 


Nettie Hitch 
Nettie Fitch, R.N., former superintendent of the 
Paulina Stearns Hospital, Ludington, Michigan, 
died at her home in Ludington on January 7. Miss 
Fitch was superintendent of the Paulina Stearns 
Hospital for thirteen years. She retired in Decem- 
ber 1940 due to ill health. 





HOSPITALS 











Oxygen Therapy in WARTIME 


HE experience of England shows that during wartime there are many uses 






















of oxygen therapy in the treatment of injuries to civilians as well as to the 
military forces. These injuries result not only from bombings and shellfire, but 
also from greater industrial activity, and from increased traffic accidents caused 


by blackouts. Included in these injuries are: 
Burns, Crush Injuries, Head Injury, Chest and Abdominal 


Injuries, Infection, Poisoning from Gases and Vapors, 


Pulmonary Fat-Embolism 


Hospitals throughout the country are preparing themselves to handle in- 
creased demands for oxygen administration. The Linde Air Products Company 
is helping many of these hospitals in connection with the efficient administra- 
tion of oxygen. You can learn more about Linde services from any Linde sales 


office. 





THE LINDE AIR PRODUCTS COMPANY 
Unit of Union Carbide and Carbon Corporation 


uC, 
General Office: 30 East 42nd Street, New York 
Offices in Other Principal Cities 
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News Notes of Interest to the Hospital Field 


Lieutenant Carl G. Anderson, formerly business 
manager of Methodist Hospital, Omaha, Nebraska, 
is now serving with the Medical Administrative 
Corps at the United States Air Base, Sioux Falls, 
South Dakota. 





Sister M. Ascella, surgical supervisor of St. 
Elizabeth Hospital, Lincoln, Nebraska, has been 
appointed superintendent of that institution suc- 
ceeding Sister M. Agathina, R.N., who has been 
transferred to St. Mary’s Hospital, Emporia, 
Kansas. 





—oe 


Mrs. Marion Calvin Batten was appointed super- 
intendent of Waterman Memorial Hospital, Eustis, 
Florida. Mrs. Batten was formerly connected with 
the Kings County Hospital, Brooklyn, New York. 





Mrs. Elsie M. Bowler, acting superintendent of 
the South County Hospital, Wakefield, Rhode 
Island, for the duration, has left the hospital and 
reported at Fort Devans. Mrs. Bowler had suc- 
ceeded Rose D. Edwards who was granted a leave 
of absence to join the Rhode Island Nurse Unit of 
the 48th Evacuation Corps. 

William Stuart Brines, associate administrator 
of the House of Mercy Hospital, Pittsfield, Massa- 
chusetts, has been granted a leave of absence to 
serve in the War Production Board with Everett 
W. Jones, Head Hospital Consultant. 


o> 
++ 


Clara A. Coleman resigned as superintendent 
of the Warren City Hospital, Warren, Ohio, effec- 
tive January 1. 








W. A. Copeland, superintendent of the Wyoming 
County Community Hospital, Warsaw, New York, 
has entered the Medical Administrative Corps of 
the United States Army. Dr. C. F. Mignin, Castile, 
New York, is acting superintendent during Mr. 
Copeland’s absence. 





oo 


Sister M. Crescentia, formerly superintendent 
of St. Elizabeth Hospital, Lincoln, Nebraska, and 
later superior of St. Francis Hospital, Evanston, 
Illinois, has assumed her duties as assistant super- 
intendent of Creighton Memorial St. Joseph’s 
Hospital, Omaha, Nebraska. 








I. Norman Downer, business manager of the 
Santa Clara County Hospital, San Jose, California, 
has been commissioned a Captain in the Medical 
Administrative Corps of the United States Army. 





Palma M. Ferraro, R.N., administrator of the 
Leonard Hospital, Troy, New York, retired from 
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active hospital work on February 20. Frances E. 
Dalton was appointed as acting administrator. 

Hazel M. Gosnell, R.N., has succeeded Mrs. Julia 
M. White as superintendent of the Glenville Hos- 
pital, Cleveland, Ohio. 

Fred E. Graham, formerly assistant adminis- 
trator at the Evanston Hospital, Evanston, Illinois, 
is a Second Lieutenant in the Medical Adminis- 
trative Corps of the United States Army. Richard 
Highsmith succeeded Mr. Graham as assistant 
superintendent of the Evanston Hospital. 

Dr. S. R. D. Hewitt, superintendent of St. John 
General Hospital, St. John, New Brunswick, Can- 
ada, was granted a year’s leave of absence because 
of ill health. R. H. Gale, business manager of the 
hospital, was named acting superintendent during 
Doctor Hewitt’s leave of absence. 


+ 
++ 


Mildred Higgs, R.N., resigned as superintendent 
of the Stephen B. VanDuzee Hospital, Gouverneur, 
New York, to accept the superintendency of the 
Massena Hospital, Massena, New York, effective 
March 1. 
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Dr. Reginald S. Hunt, formerly associated with 
the Massachusetts Memorial Hospitals, Boston, 
has assumed his new duties as medical anesthetist 
in charge of the department of anesthesia at New- 
ton Hospital, Newton Lower Falls, Massachusetts. 


_ 





Dr. Israel Magelaner, medical superintendent of 
the Harlem Hospital, New York City, has accepted 
the appointment as medical superintendent of 
Kings County Hospital, Brooklyn, New York. Dr. 
Emanuel W. Lipschutz, acting medical superin- 
tendent of the Kings County Hospital since Dr. 
Emanuel Giddings received his commission in the 
Medical Corps of the United States Army, has 
been appointed medical superintendent of the 
Harlem Hospital. 





F. E. Kassner resigned as associate director of 
Michael Reese Hospital, Chicago, to become execu- 
tive director of the Springfield City Hospital, 
Springfield, Ohio, effective February 22. 

Warren H. Myers, formerly cashier of the 
Northampton National Bank of Easton, and for 
the last several years in an executive position 
with the E. P. Wilbur Trust Fund Investment 
Pool, Bethlehem, has been appointed assistant su- 
perintendent of the Easton Hospital, Easton, 
Pennsylvania. 

(Continued on page 125) 
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In Mildness.-- 
In Economy-:- 
COLGATE’S FLOATING MEETS 
THE MOST EXACTING 
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direct. No obligation, of course! 


on the sizes 4 
Ask your local 


@ For use in pri 

f private pavili 
a for oe 
ae " — pot vl 
po pn fine, white, hard- 
op ap, it is famous for it 
—_ 8 amy lather . . . its deli. 
able i gering perfume! A i. 

N miniature sizes ied 


ep eR 
pt ss is becoming in- 
— we sone among hos- 
— a th for staff use and for 
Lage ~~ America’s favor 
Sacer a soap, it meets the 
oe a Sep standards in 
oo Pa molive, too,i 
e in miniature sizes og 


Co 
LGATE-PALMOLIVE-PEET Co 


INDUSTRIAL 


March 1943 


DEPARTMENT 


123 





Blame It On Hitler and Hirohito! 


If there isn’t any coffee or any chocolate ice 
cream, and the “same old things” look faintly re- 
pulsive; if there is not nearly enough clean linen 
to go around; if the windows are foggy with dust 
and the floors dull; if each weary nurse has to 
try to do the work of three and you can’t get a 
special nurse for love or money— 

Folks, we’re even madder than you are because 
the standards of the Springfield Hospital are shot 
to blazes. 

Every dietitian wants to provide a pleasing 
variety of delicious food, daintily served. 


Every superintendent of nurses wants to 
have enough nurses and attendants to keep 
all patients as comfortable and cheerful as 
possible. 

Every housekeeper wants her building to 
be clean and shining. 

Every laundryman wants to turn out a gen- 
erous supply of clean uniforms, bed linen, 
table napkins and towels. 


BUT 

Food has advanced tremendously in price. 
Many delicacies can no longer be obtained, 
and the list of non-available products grows 
daily. Much equipment now in use, cannot be 
replaced or easily repaired. 

Hospital workers are becoming harder and 
harder to keep and almost impossible to re- 
place. Doctors, nurses, dietitians and techni- 
cians have answered the nation’s call for their 
services—and still more are needed. Other 
employees — housemen, maids, nurses’ aides, 
orderlies, laundry workers, dishwashers, main- 
tenance men—have joined the armed forces 
or followed the gleam of higher wages into 
essential defense industries. 

Untrained, inexperienced workers must con- 
stantly be added—when they can be found— 
and taught and supervised. 

The faithful old employees and the inex- 
perienced new ones alike have to work longer 
and harder—under greater strain. They do the 
best they can. 

Uncle Sam has first call—on food, equipment, 
men and women. The first responsibility of all of 
us, sick or well, is to win the war, and as quickly 
as possible. So—let us be thankful we have a hos- 
pital at all and if we got fed today, let us say a 
double prayer for that also. 

* * * 

One day last fall I was in the Central Bus Ter- 
minal of New York City and saw a poster similar 
to the above. When I asked the manager if he 
could spare a copy, he very graciously presented 
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me with one, and on my return, with the help of 
various department heads, evolved the above. 

This poster in the bus terminal made me feel 
a little bit better about an extraordinary wait that 
I had, so I felt that the patients in the hospital 
would understand a little better the difficulties 
that we were facing and they also were sharing 
if they had something like the above for their in- 
formation. Consequently, we have distributed the 
mimeographed sheets throughout the hospital—in 
patients’ rooms, in waiting rooms and on bulletin 
boards. 

In the front lobby, we have a large illustrated 
poster carrying the same text. It is headed by ° 
Hitler and Hirohito carving up the world with 
dripping daggers and there are smaller decorations 
throughout the text showing an irate bed patient 
with his dish of ice cream saying “What, vanilla 
again!”; a distraught nurse rushing to answer 
bells; the superintendent and a chart showing the 
sharp decline of hospital standards; the house- 
keeper rubbing streaks in dirty windows; the 
laundryman’s dream of rows of clean uniforms; 
and Uncle Sam getting a supply of bananas past a 
German submarine. For a tail piece, Uncle Sam in 
shirtsleeves has a roundly beaten Hitler and Hiro- 
hito dangling one under each arm. 

We frequently see two or three stopping to read 
the poster; it brings a chuckle and helps relieve 
for a moment tension and frayed nerves. Perhaps 
it may help some other hospital. 

Eugene Walker, M. D., Superintendent 
Springfield Hospital, Springfield, Mass. 
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Correction—Accounting for Charity Work 


One of Napoleon’s maxims of war was “any or- 
der so worded that it can be misunderstood will 
be misunderstood.” By a sin of omission we vio- 
lated that maxim last month, and were promptly 
caught off base by one of our accountant friends. 
In discussing accounting for charity work we said 
that there should be charged against each charity 
or less-than-cost-patient the average cost, and his 
account then credited with the difference between 
this cost figure and the amount he has arranged to 
pay. The italicized words average cost might easily 
be interpreted to mean the average per patient day 
cost of the hospital as a whole whereas it was in- 
tended to mean the average cost of patients in 
the same category as that in which the patient was 
admitted. 

To the objection that few hospitals have an ac- 
counting system which enables them to determine 
rates for different categories, the obvious answer is 
that without such data they will not be able to 
justify any rate schedule which may be called in 
question. 
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FOR PLEASED GUESTS~ 





@ Hot or iced—Sherman Blend Tea has a distinctive flavor 
that appeals to the most discriminating taste. The secret is in the 
curing which retains the full aroma and body of the essential 
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oils and theine of the blossomed leaf. 
Another little secret is its moderate cost 
. which makes it about the most 
profitable beverage you can serve. In 
individual bags, with your own label if 
you wish, it costs only one cent a serv- 
ing. You can’t afford to pay less—and 
you need not pay one cent more to 
insure complete guest satisfaction. 











Mrs. Genevieve L. Nesby, R.N., has assumed 
her duties as assistant administrator of the Perth 
Amboy General Hospital, Perth Amboy, New Jer- 
sey. Mrs. Nesby has taken over the duties per- 
formed by Park H. Brandenburg who received his 
commission as First Lieutenant in the Medical Ad- 
ministrative Corps of the United States Army and 
has reported for duty. 





Kearney M. Smith has been appointed superin- 
tendent of the Cimarron Valley Hospital, Guthrie, 
Oklahoma, succeeding Lang B. Davis, who re- 
signed after volunteering for service in the United 
States Army. 


oo 


Florence, Alabama—The new seventy-five bed 
Eliza Coffee Memorial Hospital, Florence, Ala- 
bama, will be ready for occupancy about March 1. 








Savanna, Iowa—The Municipal Hospital of Sa- 
vanna, Iowa, has been completed at a cost of 
$163,000. Frances Sullivan is superintendent. 





Spokane, Washington—Plans for additional fa- 
cilities for St. Luke’s Hospital of Spokane, Wash- 
ington, have been completed and construction will 
start early next year. Plans call for an additional 
one hundred beds together with necessary service 
facilities, six new operating rooms and a central 
supply department, enlarged clinical laboratory 
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facilities, a new x-ray laboratory, relocating gen- 
eral and administrative offices and establishing an 
emergency first aid unit. Total cost will be 
$151,800. 
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Hospital Book Shelf 


INTRODUCTION TO PsycHIaTRY. W. Earl Biddle, M.D., 
and Mildred Van Sickle, B.S.,R.N. W. B. Saun- 
ders Company. 1943. Price $2.75. 

This text presents just enough of this highly 
complicated subject to give the nurse a practical 
approach to the care of the mental patient. It gives 
her a picture of both the organic and the func- 
tional psychoses and accentuates the necessity of 
individualizing each case. Careful descriptions of 
the nursing procedures for mental patients give 
her a complete concept of the special nursing care 
needed by patients suffering with mental dis- 
orders. 

The text is supplemented by the usual teaching 
aids, questions, charts, and case histories. 





RELIGION AND HEALTH. Seward Hiltner. MacMillan 
and Company. 1943. Price $2.50. 

As the title implies, this book will be of special 
interest to ministers and hospital chaplains, and 
also of profit to psychiatrists, psychologists, and 
social workers. 
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CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
Rome, Pennsylvania Telephone Rome 42 F 111 
CONSTRUCTIVE, EFFICIENCY SURVEYS AND 
GENERAL EXAMINATIONS 





OFFICE OF WILLIAM HENRY WALSH. M.D. 
HOSPITAL CONSULTANTS 
CHARLES EDWARD REMY, M.D., F.A.C.H.A., DIRECTOR 
612 NORTH MICHIGAN AVENUE 
CHICAGO SUPERIOR 3844 


In Operation for Thirteen Years 
Hospital Planning Organization Equipment 
Institutional and Community Surveys 





HOSPITAL ACCOUNTING 





ROBERT PENN & COMPANY. C.P.A.’s 
Specialists in Hospital Accounting 
39 South LaSalle Street 
Chicago, Illinois 





POSITIONS WANTED 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


LAY ADMINISTRATOR who has successfully served as 
administrator of large hospital for past fourteen years 
is available; B.A. degree, state university; in educa- 
tional work before specializing in hospital adminis- 
tration; has had experience with proprietary, tax-sup- 
ported and voluntary hospital; Fellow American Col- 
lege Hospital Administrators; for further details, 
please write Burneice Larson, Director, Medical Bu- 
reau, Palmolive Building, Chicago. 

ADMINISTRATOR—Graduate nurse, Member of Ameri- 
can College of Hospital Administrators; excellently 
trained; extensive postgraduate training in hospital 
administration; eight years ago planned, built, and 
organized general 100-bed hospital which she suc- 
cessfully administered until recent resignation; rec- 
ommended to us as capable business woman, excel- 
lent nurse administration; for further details, please 
write Burneice Larson, Director, Medical Bureau, 
Palmolive Building, Chicago. 

DIRECTOR OF NURSES—B.S., midwestern college; grad- 
uate school of nurses, teaching hospital; several 
graduate courses in Administration and Teaching; 
ten years’ teaching experience; six years, director of 
nurses, large eastern hospital; for further details, 
write Burneice Larson, Director, Medical Bureau, 
Palmolive Building, Chicago. 

PATHOLOGIST—Degree from leading schools; taught 
pathology in university medical school for several 
years serving as assistant professor for four years; 
diplomate American Board; interesting experience as 
hospital laboratory director; exempt on arrested pul- 
monary tuberculosis; for further details, please write 
Burneice Larson, Director, Medical Bureau, Palmolive 
Building, Chicago. 

RADIOLOGIST—Diplomate American Board; has been spe- 
cializing in x-ray since 1921; excellently trained; pre- 
fers directorship, hospital department; age 50; for 
further details, please write Burneice Larson, Di- 
rector, Medical Bureau, Palmolive Building, Chicago. 

CHIEF DIETITIAN—Degrees from _ eastern schools; 
eleven years, chief dietitian, 600-bed hospital; for 
further details, please write Burneice Larson, Di- 
rector, Medical Bureau, Palmolive Building, Chicago. 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 


Charlotte M. Powell, R.N., Owner-Director 
Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a 
superior type of personnel. 


AS WE charge no registration fee, our service can be a 
selective one and applicants are registered on the basis 
of Training, Experience and Personal Characteristics 
only. All information is carefully verified. 


WHETHER YOU are an Executive Officer seeking desir- 
able personnel, or a member of the staff wishing to 
secure a more important position write to us and let 
us help you to find what you want. 





POSITIONS WANTED 





SUPERINTENDENT, male, law trained for leadership, a 
successful administrator with broad hospital and 
community experience. Available for employment at 
once. Address Box Q-1, HOSPITALS. 





INTERSTATE HOSPITAL AND PERSONNEL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 
DIRECTRESS OF NURSES: B.S. Degree. Graduate univer- 


sity hospital. Experience: 7 years Assistant; 5 years 
directress. Prefers southern states. 





POSITIONS OPEN 





WANTED: SUPERINTENDENT OF NURSES and Train- 
ing School Director for Florida general hospital. Sal- 
ary $200 per month together with full maintenance. 
Apply Box O-1, HOSPITALS 








INTERSTATE HOSPITAL AND PERSONNEL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


MEDICAL SUPERINTENDENT: 75-bed T.B. sanatorium, 
mid-west. 


SUPERINTENDENT: Graduate nurse. 35-bed approved 
hospital, New York State. Salary $175. (b) Small New 
England hospital; graduate staff. 


DIRECTRESS OF NURSES: 200-bed southern hospital. 
Salary $225, maintenance. (b) 225-bed hospital, Illi- 
— (c) 150 bed Ohio hospital. Salary $200 main- 
enance. 


EDUCATIONAL DIRECTOR: Three years’ experience; 
open May. Salary $165. 225-bed hospital, eastern city; 
beautiful nurses’ home. 


SCIENCE INSTRUCTOR: Open June. 250-bed Ohio hos- 
pital; excellent teaching unit. $150, maintenance. 


NURSING ARTS INSTRUCTOR: 275-bed hospital, eastern 
Pennsylvania. $135, maintenance. 


ROENTGENOLOGIST: 175-bed hospital, Maryland. 


ANAESTHETISTS; RECORD LIBRARIANS; HOUSE- 
KEEPERS; TECHNICIANS: Physiotherapists. De- 
sirable situations. 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 
NURS. TECHNICIANS, DIETITIANS, PHYSICIANS, 


E SUPERINTENDENTS and INSTRUCTORS— 
We can help you secure positions! 
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